REPORT DOCUMENTATION PAGE Do 0168

Public reporting burden for this collection of information is estimated to average 1 hour per response, ificluding the time for reviewing instructions, searching existing data sources,
gathering and maintaining the data needed, and completing and reviewing the coflection of information. Send comments regarding this burden estimate or any other asrecl of this
collection of information, including suggestions for reducing this burden, to \'(Vn,ashington Heaquuaners Services, Directorate for Information Operations and Reports, 1215 Jefferson
Davis Highway, Suite 1204, Arlington, VA 22202-4302, and to the Office of Management and Budget, Paperwork Reduction Project (0704-0188), Washington, DC 20503.

1. AGENCY USE ONLY (Leave blank) 2. REPORT DAT? o 3. REPORT TYPE AND DATES COVERED
12 April 02 July 2001 to July 2002

5. FUNDING NUMBERS

4. TITLE AND SUBTITLE : .
Business Case Analysis for a Gastroenterology Ambulatory Procedure Center at Tripler

Army Medical Center, Honolulu, Hawaii

6. AUTHOR(S)
CPT James Christopher Deak, USA, MSC

7. PERFORMING ORGANIZATION NAME(S) AND ADDRESS(ES) | 8. PERFORMING ORGANIZATION
Tripler Army Medical Center R REPORT NUMBER

Office of the Chief of Staff

1 Jarrett White Road

Honolulu, HI 96859

9. SPONSORING / MONITORING AGENCY NAME(S) AND ADDRESS(ES)' 10. SPONSORING / MONITORING
U.S. Army Baylor Graduate Program in Health Care Administration - AGENCY REPORT NUMBER
Attn: Ms. Rene Pryor, Education Technician & MAJ Richard Thorp

Ft Sam Houston, TX o ‘ 8-02

78234 '

11. SUPPLEMENTARY NOTES

12a. DISTRIBUTION / AVAILABILITY STATEMENT CeE 12b. DISTRIBUTION CODE

Approved for public release; distribution is
unlimited EE R

.

13. ABSTRACT (Maximum 200 words) NEUNES

Tripler Army Medical Center has been experiencing the loss 'of GI workload to its civilian contracted network of providers for
years. Its inability to meet demand is based on lack of space and staff in its current location. In addition, the VA clinic at
Tripler has also been experiencing the same problem. The VA asked if research could be conducted for the development of an
Ambulatory Surgery/GI facility on Tripler grounds with the purpose of a sharing resources between the VA and Tripler. A
Process Action Team was developed and research was conducted. It was found that potentially, workload for both organizationq
could be recaptured via several proposed options. Construction conversion costs, existing space, staff, equipment, cost sharing,
and future projected workload were factored into these options.

20040226 18

S

14. SUBJECT TERMS - s 15. NUMBER OF PAGES

GI Ambulatory Procedure Centers, VA Sharing Agreements, ’Ambuia‘gbry Surgery Centers

16. PRICE CODE

S

S g

17. SECURITY CLASSIFICATION |18. SECURITY CLASSIFICATION [19. SECURITY CLASSIFICATION |20. LIMITATION OF ABSTRACT
OF REPORT OF THIS PAGE OF ABSTRACT
NA NA NA UL
NSN 7540-01-280-5500 Standard Form 298 (Rev. 2-89) USAPPC V1.00

Prescribed by ANSI Std. Z39-18 298-102




GIAPC at TAMC 1

Running head: Gastroenterology Ambulatory Procedure Center at Tripler Army Medical

Center

Graduate Management Project
Business Case Analysis for a Gastroenterology Ambulatory Procedure Center
Tripler Army Medical Center
CPT James C. Deak

U.S. Army-Baylor University Graduate Program in Healthcare Administration

Preceptor: COL Lee W. Briggs, Ph. D, DCA TAMC

Academic Advisor: MAJ Richard Thorp, Ph. D

DISTRIBUTION STATEMENMNTA
Approved for Public Release
Distribution Unlimited

A paper submitted in partial fulfillment of the requirements
for the U.S. Army-Baylor University Graduate Program in Healthcare Administration

12 April 2002



PROPOSED TABLE OF CONTENTS

TABLE OF CONTENTS

CHAPTER 1. INTRODUCTION
Conditions Which Prompted the Study
Statement of the Problem
Literature Review
Purpose

CHAPTER 2. METHODS AND PROCEDURES
Business Case Analysis
Validity and Reliability

CHAPTER 3. RESULTS

DISCUSSION
CHAPTER 4. CONCLUSION

REFERENCE LIST

APPENDIX A: VA Memo

APPENDIX B: TAMC Balanced Score Card Strategy Map

GIAPC at TAMC 2

19

20

20
20, 24,33
38,42, 44, 52
42,43, 48, 55

58

60

APPENDIX C: Proposed MEDCOM Business Base Analysis Format Version 3.6

APPENDIX D: Ambulatory Procedure Center Layout

APPENDIX E: Gastroenterolgy Productivity Study




GI APC at TAMC

APPENDIX F: MGMA Benchmarks in an Academic Setting

APPENDIX G: Break Even Analysis & Proposed BCA Analysis Format 3.6
APPENDIX H: Proposed Layouts

APPENDIX I: Space Allocation Worksheet

APPENDIX J: Space Calculations with the Space Allocation Worksheet
APPENDIX K: Productivity Model

APPENDIX L: The Business Case AnalysisTemplate

APPENDIX M: Health Net Federal Service CY 2000 Report

APPENDIX N: VA Reimbursement Calculations

APPENDIX O: TAMC Endoscopy Center Briefing, 28 Jan 2002

APPENDIX P: Weighted DECMAT



GI APC at TAMC 4

Graduate Management Project Proposal
Business Case Analysis for Gastroenterology Ambulatory Procedure Center

Tripler Army Medical Center

Introduction

The Commander of Tripler Army Medical Center (TAMC) has requested that a
Business Case Analysis be developed for a Gastroenterology (GI) Ambulatory Procedure
Center (APC).

Conditions which prompted the study

Department of Medicine Chief, Colonel (COL) Dale Vincent in December of
2000 first proposed the development of a GI APC. The primary objectives of COL
Vincent’s proposal were to locate a GI APC into the space located in the former PICU
(Pediatric Intensive Care Unit), increase Endoscopy space, increase surgical space, and
increase and collocate recovery space. This was motivated in part by the inefficiencies
that exist in the TAMC Gastroenterology Service located in the Medical Specialties
Clinic located on the fourth floor. Patients have experienced significant delays because
of the transfer process to the Post Anasthesia Care Unit (PACU) on the sixth floor. This
process reduces the number of procedures that can be scheduled. Most procedures last
about one hour, after which the patient must be wheeled from the fourth floor to the sixth
floor, prior to admission to the PACU. This process often causes up to 15-minute delays
and loss of valuable staff that could be conducting preparation and turnover procedures
for the next procedure. The patient is also required to be picked up after recovery in

order to dress and out-process the patient. Another inefficiency that exists is that the
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PACU receives its last patient at 1530 hours. Because of this, GI has curtailed its
ambulatory procedures to the morning hours, limiting its operating hours (COL Vincent,
personal communication 21 Sep 01; CPT Vondruska, personal communication, 21 Sep
01). An additional cause for this loss of workload can also be attributed to lack of staff
and outdated inefficient equipment. This need for new equipment is supported by a
request submitted by Mr. Gary Christal, Administrator Department of Medicine and MAJ
Darren Baroni GI provider to the Army Productivity Enhancement Program (PEP) for
additional equipment in March 2001. The project was ranked 19™ out of 41 projects that
were considered for approval (Christal, personal communication, 21 Sept 01).
Unfortunately, funding was not allocated to this effort. These inefficiencies and possibly
others have contributed to the inability to provide care and the loss of 239 TRICARE
Prime and 417 Veterans Affairs (VA) ambulatory procedure visits to the civilian network
of providers during fiscal year 2000 (Health Net, 2001; VISTA, 2001).

In June of 2001, COL Vincent performed a preliminary review of available space
within the hospital and found that space existed in several locations for the possible
development of a GI Ambulatory Procedure Center. An informal proposal was presented
by COL Vincent and approved for further study by Major General Nancy Adams,
Commander, Tripler Army Medical Center (COL Vincent, personal communication, 01
Aug 01).

Also in June of 2001, Dr. Steven McBride, Chief of Staff of the Veterans Affairs
Spark M. Matsanuga Ambulatory Care Center (located on Tripler campus), requested that
the development of an APC with the specific goal of treating VA beneficiaries for

outpatient surgeries, endoscopies, cardiac diagnostics and infusion therapy be researched
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and developed (See Appendix A; McBride, 2001). The VA utilizes TAMC facility for
GI and Surgical procedures on a daily basis. Interestingly, the VA hired a
Gastroenterologist in early FY 2001 to recapture lost workload. Ironically, because of
the new provider’s presence and ability to identify more clinical problems with patients,
it was found that his workload nearly doubled from FY 2000 to FY 2001. During FY
2000, over 450 VA beneficiaries were referred downtown and in FY 2001 over 750 cases
were referred (VISTA, 2001; Mitson, personal communication, 19 Sept 01).

From a surgical perspective, TAMC already has a surgical based APC. This unit
is known as the Surgical Admission Center (SAC). It is a Hospital Integrated Unit
(Davis, 1987). This type of unit has a preparation and administration area and several
recovery rooms. Ambulatory procedures are currently being done in the main Operating
Rooms (ORs), initially recovered in the PACU for phase one recovery and the phase two
or follow on recovery is conducted in the SAC. After recovery, patients are
administratively processed out of the unit (COL Diamond, personal communication, 3
Oct 01). The importance of this is that the SAC is handling all ambulatory surgical cases.
Currently there is no centralized site for GI type ambulatory procedure visits that can
accommodate GI Pediatric, GI Surgery, and GI cases. The development of this type of
center would possibly finalize the establishment of two centralized locations for
ambulatory care, one for Surgical Ambulatory Procedure Visits (APVs) and one for GI
Ambulatory Procedure Visits.

A Process Action Team (PAT) was developed and several meetings have taken
place to date and more will be held during the project’s development. The purpose of

these committees is that they allow for operational issues, both clinical and administrative
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to be solved by utilizing problem solving techniques and group interaction from all
services within TAMC (TAMC Regulation 40-4, 1997). The PAT process is a
mechanism that TAMC has developed to meet the requirements of the Joint Commission
on Accreditation of Healthcare Organization’s (JCAHO) requirement to have a process
improvement system in place in all medical facilities (J. Henry, personal communication,
5 Nov 2001; JCAHO Manual, 2001). Representatives from both Department of Medicine
and Surgery were present at these meetings. Each service has developed their own list of
procedures that could be done in an ambulatory setting. Layouts, space requirements,
location, patient templates and specialty area of emphasis will be determined at future
meetings.

Statement of the Problem or Question

Ambulatory Procedure Visits (APVs) for Gastroenterology are being referred to
the network of civilian providers in the Honolulu area at an alarming rate (TRICARE
Operations Referral Report, 2001; Health Net, 2000; Health Net 2001). Unfortunately,
the VA has experienced the same problem to the point of actually hiring their own GI
provider in early FY 2001 (VISTA, 2001) & (Mitson, personal communication, 18 Sept
01). This loss of workload is ultimately resulting in lost opportunity and poor utilization
of existing resources and staff for both organizations. By developing a GI APC, new
efficiencies can possibly be obtained and lost workload recaptured.

Literature Review

Defining the Ambulatory Procedure Center (APC)

There are several types of Ambulatory Procedure Centers that focus on different

mixes of procedures. The term Ambulatory Procedure Center is not a universal term.
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Based on the Ambulatory Surgery & Outpatient Services Manual, the term Ambulatory
Surgery Center is used for both GI based and Surgery based centers because the Centers
for Medicare/Medicaid Services (CMS), formerly known as the Health Care Finance
Administration (HCFA), views these as one in the same (HFMA, 1997).

The U.S. Army Medical Command (MEDCOM) uses the term Ambulatory
Procedure Unit (APU) and defines this type of center as a location where Ambulatory
Procedure Visits (APV) are performed and recovered within 24 hours (MEDCOM
APU/APV Guidelines, 1998). For the purpose of this study and to avoid confusion, the
term Ambulatory Procedure Center (APC) is used. There should be equal consideration
and space allocated to both Surgical and GI procedures. Many times the focus is strictly
on surgical procedures. These two specialties may often be co-located or separate (Billig,
1997). Some organizations may choose to specialize on one specialized service and offer
only that one service in their center (Billig, 1997). This was evidenced by the GI APC
PAT Team’s visit of the St. Francis Endoscopy Center in October, 2001 (Mostuda,
personal communication, 10 Oct 01). This visit is discussed later in the Literature
Review of this study. Other organizations may choose to have one center dedicated to
several specialties all under one roof. Percentages of procedure time are allocated to each
specialty on the scheduling template (Federated Ambulatory Surgery Association , 2001).

Evolution of the Ambulatory Procedure Center

Modern Ambulatory Procedure Centers came on the scene in 1969 when the first
was developed in Phoenix Arizona. The Phoenix Surgery Center was one of the first

models of this type of innovative care. It provided multi-specialty care. There was a
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very slow proliferation of this type of care during this period because of a lack of
government and private reimbursements (Billig, 1997).

During the 1970’s, the Freestanding Ambulatory Surgery Association (FASA)
was formed. It consisted of multi-specialty centers across the United States. This
organization later became the Federated Ambulatory Surgery Association (FASA).
Another organization also developed small freestanding type clinics known as the
American Society for Outpatient Surgeons (ASOS). Several studies showed that these
multi-specialty ambulatory centers provided convenient cost saving care with lower
infection rates and low mortality rates (Billig, 1997; Federated Ambulatory Surgery
Association).

During the 1980’s, Medicare developed a list of procedures that it identified for
reimbursement purposes. Meanwhile, private insurance companies started to change
their outlook toward these types of units. Growth of multi-specialty and single specialty
centers began to expand. Some better-known names in the industry were Alternacare and
Medical Care International (Billig, 1997).

In 1986, the Ambulatory Reconciliation Act, also known as the Durenberger
Legislation, passed into law. This act decreased ambulatory reimbursement to hospitals
and ambulatory centers. Facilities would now be more concerned with developing cost
cutting measures for ambulatory cases (Billig, 1997).

Ambulatory Procedure Centers grew in popularity in the late eighties and early
nineties because of lowered reimbursements. The Recovery Care Bill was also passed in

California which promoted this type of care and helped in the proliferation of these types
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of units. More and more recovery beds were added to amBulatory procedure units (Billig,
1997).

From the early nineties to present, managed care has permeated healthcare in all
aspects. There is now an emphasis on effectiveness, efficiency, equity, access, quality
and cost (Aday, Begley, Lairson & Slater, 2000). Ambulatory Procedure Centers have
proven to be good for business. Today, large mega-systems such as Columbia HCA are
acquiring companies like Medical Care America, the largest surgery center company in
America (Billig, 1997).

In the future, over 70% of all Surgical and GI procedures will be performed in an
outpatient setting. Alternatives such as sending patients home after a surgery are being
explored. The role of the Ambulatory Procedure Center has not yet been fully realized,
but when all costs are evaluated the general rule will be to use these types of centers to
lower costs and lower inpatient admissions (Billig, 1997.)

Types of Ambulatory Procedure Centers (APCs)

Different forms of centers began to take shape during the 1980’s. There are
advantages and disadvantages to each. The first type of center is the Hospital Integrated
Unit, which is a designated area in the hospital where preoperative evaluation,
preparation and post recovery care are provided (Davis, 1987). The regular operating
rooms and recovery rooms of the hospital are used for both inpatient and ambulatory type
patients and resources can be shared (Frezza, Girnys, Silich, & Coppa, 2000). The
advantage of this type of unit is that it requires minimal remodeling and construction.
Units can be constructed quickly and put into operation. There is minimal risk by being

located in a hospital. Sharing of equipment and personnel amongst specialty services is
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possible. Providers feel more comfortable using their own OR’s and procedure rooms.
The disadvantages of this type of unit are that there are often delays or cancellations of
care due to more important cases (Frezza et al., 2000). Patients may find delays in
admission times due to competing with inpatients, which are normally more urgent cases.
Patients may feel facility charges are exorbitant because the patient is required to pay a
facility charge for the everyday upkeep of the entire hospital (Davis, 1987).

The next type of center is a Hospital Autonomous Unit, which is a totally self-
sufficient unit providing preoperative, intraoperative, recovery, and post-operative care.
This type of unit may be located in the hospital or on the hospital grounds but it functions
as its own unit. This type of unit cuts down on costs because all the care is coordinated
and centrally located. No longer does transport take away from vital staff that could be
performing procedures. There is more satisfaction from the patient because they now feel
as if they are being taken care of by one team. Morale and teamwork in these types of
units is usually high. Disadvantages for this option are that construction costs are often
high for this type of a unit; old space may not be convertible (Frezza et al. 2000). A firm
commitment from all parties within the facility is needed before the financial
commitment is made (Davis, 1987).

Another type of center is the Hospital Satellite Unit which is an autonomous unit
sponsored and controlled by the hospital but located away from the hospital campus. The
advantages are similar to the Hospital Autonomous Unit. By being away from the
hospital, it can service an additional portion of the community. This type of center
extends the coverage of the hospital. This unit is often easier for patients to access

because it is away from the congestion often found around a hospital. Disadvantages are
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also similar to those of the Hospital Autonomous Unit. Opposition may be experienced
from smaller provider practices and groups for fear of the hospitals ability to garner
market share from its already powerful reputation and economic power (Davis, 1987).

The final version is the Freestanding Unit, which is an autonomous unit that is not
affiliated with any kind of hospital or large healthcare organization. The advantages are
the same as any Hospital Satellite Unit but it also has lower operating costs because it
does not have to help pay for operating costs of the hospital that would own it, thus costs
of care are lowered. The layers of bureaucracy of a large institution are also removed.
The disadvantages are that this type of facility lacks the full resuscitative capacity of a
hospital if in the event a procedure were to go awry. But the public has learned of the
excellent track record of these types of facilities. Standards are rather high in that all
facilities must have capabilities to handle emergency situations (Davis, 1987).
APCs in the MEDCOM

In recent years within the MEDCOM there has been some movement to start
Ambulatory Procedure Centers. Within all the facilities these centers are integrated into
the hospital itself. From all the interviews conducted by the researcher it was found that
the facilities have a separation between GI and Surgery and utilize either GI procedure
rooms and their ORs to perform procedures. There was also no evidence that indicates
that a Free Standing Unit that combines procedures or provides single specialty
procedures has been developed. Many of the facilities that exist within the MEDCOM
are antiquated and cramped. They were not designed for spacious, state of the art
combined specialty Ambulatory Procedure Centers, which normally require major

structural workarounds that are very expensive (Davis, 1987). This is especially true in
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the state of Hawaii where construction costs are almost those found in the mainland (Lau,
personal communication, 19 Sept 01). Whenever an APC involves structural changes to
include the development of ORs, the cost for construction is very high. ORs normally
require special air ventilation, room temperature adjustability and lighting requirements.
This type of construction can be very costly (Lau, personal communication, 19 Sept 01).

Walter Reed Army Medical Center was not designed to accommodate a Hospital
Satellite or Freestanding APC. A Hospital Integrated Unit has been developed that
utilizes existing ORs and recovery. This unit is called the Ambulatory Processing Center.
This unit is located on the sixth floor of the facility and this is where patients are
administratively and educationally prepared for the procedure. They are then taken into a
pre-op room where the patient is prepared for their procedure. From here patients are
then taken to the fourth floor where the main ORs are located. Surgical procedures to
include GI surgical procedures are conducted in this area. GI procedures are done in the
GI clinic of the facility. After their procedures, patients are taken to the recovery room.
There is the general recovery room on the sixth floor. This room is broken down into
phase one for initial recovery (first hour) and phase two for follow on recovery (CPT
Pixley and CPL Avent, personal communication, 18 Sept 2001). It was the sentiment of
CPT Pixley, an officer in the Ambulatory Processing Center that the current setup at
Walter Reed was probably not the most optimal example of a unit that is autonomous and
self-sufficient (CPT Pixley, personal communication, 03 Sept 01).

Womack Army Medical Center is a new facility that has worked with the APC
concept for years. Before its move to a new facility in April 2000, Womack had an APC.

A Hospital Integrated Unit has been in existence for seven years even before the move to
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the new facility. It is called the Same Day Surgery Center. It is self-sufficient in all
aspects except it does not have its own ORs or procedure rooms. This center is based
around the ORs which are located on the second floor of the facility. This center has a
pick-list of APVs, which is reviewed annually by specialty chiefs. This list consists of
ambulatory procedures that can be done within this type of center. The center supports
Orthopedics, Obstetrics and Gynecology (OBGYN), Otolaryngology (ENT), Plastics,
General Surgery, Urology, Gastroenterology, Podiatry, Ophthalmology, Cardiac,
Pulmonary, and Oral Maxial Surgery. The center has ten preparation rooms. The patient
fills out all administrative paper work on the first floor Pre Admission Unit a few days
prior to the procedure. This documentation is critical because it gives the organization
credit for an APV, which can result in more accurate reimbursements. The patient then
receives education on the details of the procedure. On the day of the procedure, the
patient is given minor IV sedation in the preparation rooms of the Same Day Surgery
Center and is then taken to the OR on the same floor. After the procedure, the patient is
taken to a combined Post Anesthesia Care Unit (PACU) also on the second floor. This
room has two phases, phase one for initial recovery and phase two for follow on
recovery. Once the patient is recovered, they are brought back to the Same Day Surgery
Center for discharge. GI procedures are performed in the GI Clinic, which is located near
the Same Day Surgery Center on the second floor. This clinic has procedure rooms and a
recovery room. All of the Ambulatory Procedure Visits are conducted on one floor in the
same general area but there is a separation between Surgery and GI type procedures

(MALJ Drost, personal communication, 21 Sept 01).
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Madigan Army Medical Center has a very similar operation to Womack that
utilizes existing ORs and recovery and a separate GI clinic (COL Evans, personal
communication, 21 Sept 01). Brooke Army Medical Center does have a Hospital
Autonomous Unit with its own OR pods and procedure rooms. To date it has not been
used. The reason for this is lack of staff to run the facility (COL Odegard, personal
communication, 1 Oct 01).

Layout, Patient Flow, Equipping and Staffing

For any APC, the patient flow plan and layout must be discussed. The literature
alludes to some key areas being required when developing an APC layout (see Appendix
D; Billig, 1997). This layout must be user friendly to not only the patient and family, but
the staff as well. The first area is a reception area, which is used to receive patients and
begin the administrative paper work for the procedure. It is also an area where the patient
can receive education about the procedure and its after effects. The patient usually does
this a few days before the procedure. When the patient returns for the procedure, the
family waits in the waiting room while the patient then moves to the preparation rooms.
In the preparation rooms, the patient is unclothed and IV sedation can begin. In the case
of GI, this is only conscious sedation, unless it is a more complex surgical case that must
be handled in an OR. This type of OR may be located in the APC or in a separate area
(HFMA, 1997). In the case of surgery, an anesthetist would be requifed, but in a GI
based APC a qualified RN or Gastroenterologist can perform this function (CPT
Vondruska, personal communication 26 Sept 01; TAMC Reg. 40-32, 1998). The patient
then goes into a procedure room, where the necessary equipment is housed. Afier the

procedure, the patient would enter a phase one recovery room or intermediate recovery
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room where nursing staff for the first hour of recovery would closely monitor the patient.
Assuming there were no complications, the patient would then go to the phase two
recovery room or a large recovery room that would be used as the final stop before the
patient goes home (COL Odegard, personal communication, 1 Oct 01). Some facility
layout plans do not have phase one and phase two recovery; they just have a single
recovery room. An example of a typical layout can be seen in Appendix D (HFMA,
1997).

Tour of Hawaii Endoscopy Centers, Endoscopy Center (Located at St. Francis Campus)

The GI APC PAT visited a facility that is dedicated solely to performing GI
APV’s. Hawaii Endoscopy Centers, Endoscopy Center (located at St. Francis Campus)
is a new facility located in Honolulu, Hawaii. It is awaiting final certification before
opening to the public. The administrator for the center is Ms. Doreen Matsuda. The
facility has a reception area, a patient locker room where the patient can keep personal
items, a waiting room, a patient IV prep area for conscious sedation purposes, three
procedure rooms and a large recovery room. The concept behind the center is to perform
GI type procedures only. The facility is used by a for profit medical group of
Gastroenterologists (in a non-academic setting) (Kongstvedt, 2000; D. Motsuda,
personal communication 10 Oct 01).

This center is state of the art and very specialized. The intent behind the system is
to create a patient friendly center that is focused on mass production of procedures. The
reception area has pleasant music playing and there are patient education materials
available for the patient. All administrative paper work is done before the patient’s

arrival to the center for the procedure. The patient is then brought into the waiting room
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and allowed to undress and store personal belongings in lockers. The patient is then
taken to the IV prep area and given minor sedation and prepared for the procedure. Once
the patient is prepared the patient is then taken into the procedure room where the
procedure is conducted. There is no shortage of specialized nurses in the procedure
rooms and the doctor is catered to in every way so that he can focus on one thing,
conducting safe, efﬁciént and mass quantities of GI procedures. This type of facility,
based on Ms. Matsuda’s experience in running other endoscopy centers in her career, can
produce up to 20 procedures a day and up to 5000 procedures per year because of its
ability to lessen delays in room turn-over and its ability to perform procedures all day.
Once the procedure is complete, the patient is immediately taken to the large recovery
area that is staffed with specialized nurses and nurse-aides. The bed awaiting them is
warmed by an electric blanket with fresh sheets. There is oxygen at each bed-side and
resuscitative and life saving apparatus also by the bed-side. The entire time, the family
waits for the patient in the waiting room where they can read educational material about
the procedure or magazines of their choice (D. Matsuda, personal communication, 10 Oct
01).

There are other efficiencies that exist at St. Francis. There is a recovery room that
is set ﬁp with recliners that are available for patients undergoing less complicated
procedures. These recliners also have headphones that play soothing music to relax the
patient during recovery. They also have state of the art adjustable roller beds in their
procedure rooms with foldaway side rails. The center has a highly efficient scope
washing room with state of the art Olympus Scope Washers. These washers are able to

wash scopes in 20 minutes by using a highly concentrated cleaning agent known as
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Cidex. The average time needed for this cleaning procedure is about 50 minutes. This
type of cleaning agent does require special air handling measures. The required amount
of exchanges are ten per hour based on FDA standards (K. Gurley, Olympus America
Inc., personal communication, 26 Oct 01). The facility also has the latest narrow scoping
devices that do not cause as much discomfort to the patient. This facility will be a model
of efficiency when its doors open (D. Matsuda, personal communication, 10 Oct 2001).

New Technology

As was found at St. Francis, new technologies are being used in medicine every
day. This is also the case in the GI medical specialty field. One very interesting new
development is a new scope that is used for endoscopy procedures. This new scope is
extremely small and allows the provider to insert it through the nose and down the
patient’s throat without sedation. This procedure also reduces the need for recovery and
reduces costs because there is no longer a need for conscious sedation (Aviv, Takoudes,
Ma, & Close, 2001). This type of technology may alleviate the need for additional
recovery staff and extended recovery room hours.

Efficiency within the MEDCOM and Lieutenant General (LTG) Peake’s Balanced Score

Card and Business Case Analysis Initiative

Within the MEDCOM there has been an initiative to recapture
workload and operate medical facilities in a more efficient manner. This is based mainly
around The Surgeon General of the Army, LTG James B. Peake’s Balanced Score Card
Initiative and an integrated Business Case Analysis process. LTG Peake realized that we
were spending too much of our federal healthcare dollars on our network civilian

contracted providers or the Managed Care Support Contractors (MCSCs). The MCSCs
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were hired to provide care for our beneficiaries that were being referred outside of our
facilities for various reasons. Naturally it is understood by the basic rules of finance that
facilities already have large sums of money invested in fixed costs such as labor and
facilities and they were not being fully utilized (Finkler, 1994). In fact, facilities within
the MEDCOM have been cutting back on ward space but all the while referring care
outside our facilities (LTC Dudevoir, personal communication 27 Sept 01). Because of
these losses, LTG Peake, and the Tricare Management Activity (TMA) ordered all
facilities to work more efficiently in an effort to have a positive impact on the Bid Price
Adjustment (BPA). LTG Peake took this initiative so seriously that he talked about the
concept and used examples of cases of recapturing workload in his testimony to the
Committee on Appropriations, Sub Committee of Defense, United States House of
Representatives on 28 Feb 2001 (LTG Peake Testimony, 2001).

The BPA is a payment reconciliation process with the MCSCs and the
Tricare Lead Agent that ensures the provision of care for our beneficiaries in each region
that cannot handle all workload (O’Neill, 2001; LTC Dudevoir, 2000). In essence, the
more workload or patients that we send to the network the more we pay out in our annual
bid price adjustment to the MCSCs. The goal of LTG Peake was to minimize this and
bring back more funding to the MEDCOM via recaptured workload to our facilities. This
new directive was good for business and good for the training of our providers and staff
(Dudevoir, 2000; LTC Dudevoir, personal communication, 27 Sept 01). The contracts
for care were put in place between the years 1995-1998, the beginning years of Tricare.
These “first generation” contracts were five-year contracts, which were reviewed

annually (Dudevoir, 2000; LTC Dudevoir, personal communication 27 Sept 01). The
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trend that developed was that more care was going out to the network at higher and
higher costs to the government. This required constant adjustments to the bid price and
ultimately a financial loss to the MEDCOM.

Tying into this new mandate to recapture costs was LTG Peake’s new initiative
known as the Balanced Score Card (BSC) and the use of the Business Case Analysis
(BCA) for all business initiatives (Holt, 2001). Drs. Robert Kaplan and David Norton,
professors at Harvard University, developed the Balanced Score Card in 1993 (Kaplan &
Norton, 1996). For years, organizations developed business decisions based solely on
financial data. This BSC system goes another step; it focuses on four pillars to success of
an organization. They are customer knowledge, employee learning and growth, internal
business processes, and financial performance. If all four of these pillars are kept in
balance then the success of the business initiative and the organization as a whole should
be successful (Kaplan & Norton, 1996). This program was first used successfully at
Duke University Children’s Hospital in 1997. This program, once implemented, saved
the organization over 29 million dollars. It also reversed the hospital’s 11 million dollar
deficit to a four million dollar net revenue and the organization was able to admit more
patients (Meliones, 2000). It was LTG Peake’s intent for all organizations to develop and
experiment with their scorecards and share information and experiences. A baseline
format was developed by the MEDCOM for all to use in December 2000 (LTC Dudevoir,

personal communication, 27 Sept 01).

Purpose

The purpose of this study is to determine if a GI Ambulatory Procedure Center at

Tripler Army Medical Center should be developed. This decision to develop this center
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is based on the following weighted variables: number of objective bubbles achieved on
the TAMC Balanced Score Card Strategy Map, location’s effect on other services and the
TAMC master plan, ability to expand, most treatment rooms, least construction costs, has
a bathroom, most procedures produced, best layout for patients and staff, most storage
and administrative space and finally, financial return on investment or cost avoided.

Methods and Procedures

The methodology of this study can be broken down into six steps. The focus of |
this study will be on the GI service. First will be preliminary findings and assumptions
made by the GI APC PAT to add focus to the project. Second will be a producti\}ity
model based on a study by the TAMC Managed Care Division, Decision Support Branch.
Third will be a Break-Even Analysis model and the Business Case Analysis Template
that is used for business initiatives within the MEDCOM. Fourth will be a diagram
developed for each alternative area for use and its basic proposed layout. Fifth will be a
space allocation sheet developed by the Health Financial Management Association that
will be used to develop necessary space requirements and costs related to this needed
space. Sixth will be a decision matrix with different location choices and weighted
variables that affect the ultimate choice of location.

The first step is the development of assumptions and findings by the GI APC
PAT. Several meetings have been held and will continue to be held over the course of
the project. This team will have certain findings and assumptions that will develop and
provide focus for the project. These findings will be related to layout, patient scheduling

template, space requirements and cost. This step allows for unecessary analysis to be
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avoided and the focus to be placed on key inefficiencies that need to be fixed within the
current system that handle GI APVs.

The second step is the use of a Productivity Model. The Tripler Army Medical
Center, Managed Care Division, Decision Support Branch developed the Productivity
Model in FY 2000 to retrospectively analyze FY 1999 productivity (see Appendix E;
Productivity Model, 2000). This model will show if GI and any other service in question
for this type of unit can handle added capacity or recapture workload that has gone out to
the network (see Appendix E; Productivity Model, 1999). The model will be based on
FY 2000 Medical Expense Performance Reporting System (MEPRS) data. MEPRS
provides a standardized method of comparing the cost, personnel utilization and
efficiency of the military medical services, in this case GI. It tracks expenses related to
operating the facility such as personnel costs, supply and equipment expenses,
housekeeping, utilities, TDY and other support costs. These costs are processed against
performance factors such as patient visits, occupied bed days, and dispositions. This data
is used to determine efficiency, and provide a means to compare TAMC with other Army
medical treatment facilities (Knapp, 1999). Uniform Chart of Accounts Personnel
System (UCAPERS) feeds the MEPRS system. This system categorizes time and where
the employee spends their workday. Clinician time accounting is an important factor
under UCAPERS. It is used to account for time so that salaries are appropriately
distributed (Knapp, 1999). The MEPRS report, which is fed by UCAPERS, can also
show how much clinic time is being spent on outpatient clinic visit and APV’s and it can
also show how much time is being spent on inpatient visits. This is critical because not

all of a doctor’s time is dedicated to just one area.




GI APC at TAMC 23

The productivity model will show the total number of Gastroenterologists
working in Gl in a given period and those that are available for Ambulatory Procedure
Visits (see slide 1, Appendix E; Productivity Model, 2000). In the case of this study, data
from FY 2000 will be used. This data will be represented by showing available Full
Time Equivalents (FTEs) or providers within GI that are available to provide care for
MEPRS accounting code BAGS (Ambulatory Procedure Visits) and BAGA (outpatient
clinic visits). This information will be presented in hours spent performing outpatient
care. By taking the total of all of these hours and dividing it by 168 FTE hours (168 FTE
hours represents the amount of hours in a month that represents one full time equivalent
or one full time employee) the result is fhe total number of FTEs available (Lamar, J.,
Meyer, G., Jacoby, 1., & Potter, A., 1997; Latham, personal communication, 21 Sept 01).
This figure will then be divided by the total number of months being analyzed. In this
study it will be 12 months for FY 2000. The result will be the number of available FTEs
per month for outpatient clinic visits and ambulatory procedure visits out of total FTEs.
This figure will then be compared to a total number of FTEs that performed care during
that period for all care: inpatient visits, ambulatory procedure visits and outpatient clinic
visits. By dividing this FTE figure by the total FTEs, one will develop a percentage of
time dedicated to ambulatory procedure visits and outpatient clinic visits.

The second half of the productivity model will show the total number of visits or
unique encounters for FY 2000 (see slide 2, Appendix E; Productivity Model, 2000).
These total number of visits will come from the Composite Health Care System (CHCS)
World Wide Workload Report for FY 2000 (World Wide Workload Report, 2000). The

total number of visits is divided by the total number of FTEs available for APVs and
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outpatient clinic visits. The result will be a total number of ambulatory procedure visits a
provider should see in a period, in this case 12 months. This figure will then be
compared to the MGMA benchmarks for GI productivity in an academic setting. In this
study, the 9™ percentile GI benchmark of 2922 visits per year will be used (see
Appendix F; MGMA 2000). It must be noted the MGMA standards have been lowered
compared to those used in 1999. These benchmarks are now different because they have
implemented the requirements put on a clinic in an academic setting. These benchmarks
also combine outpatient clinic visits with APVs. This is one weakness of the MGMA
benchmarks. The two types of visits are not separated for better accuracy. If the existing
GI clinic is more productive than the MGMA benchmarks this does not necessarily mean
that new efficiencies cannot be achieved. This will be discussed in this study. It also does
not mean that over achievement is bad in a health care setting. The benchmark is there to
show the commander where we are in relation to the civilian sector and what we can hope
to achieve.

Validity is defined by Cooper and Schindler (2001) as the extent to which a test
measures what we actually wish to measure (p. 211). The objective of this study will be
to replicate a recognized methodology within Tripler Army Medical Center, Managed
Care Division, Decision Support Branch, by using the Productivity Model. The model
uses data from MEPRs & CHCS. In this case, the data being used is work hours spent in
certain patient care settings (MEPRS) and the number of visits seen in those settings
(MEPRS & CHCS). This model focuses on the two key components of productivity. It

represents all the relevant items under study. This type of validity is known as Content
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Validity (Cooper and Schindler, 2001). The Productivity Model meets the definition of
Content Validity because it had the key components of productivity.

Reliability is defined by Cooper and Schindler (2001) as the accuracy and
precision of a measurement procedure and its consistency (p. 215). The Productivity
Model is reliable because MEPRs & CHCS reports are checked for accuracy on a
monthly basis. Military health reporting system administrators/managers and end users
perform monthly data quality checks on systems within Tripler on an informal basis and
make on the spot corrections to data inconsistenc&. The data used from MEPRs and
CHCS from FY 2000 may have some inaccuracies but it can be accepted as reliable data.

Data quality has received particular scrutiny and emphasis starting in May of
1999 in a General Accounting Office Report (GAO) and the Department of Defense
Inspector General found data to be unreliable in military health reporting systems during
FY 1998 and 1999 (Clinton, 2000). Also in FY 1999, Dr. Sue Bailey, Assistant
Secretary of Defense for Health Affairs implemented a policy for data quality
improvement for military health system financial systems (Bailey, 1999). This policy
was also followed by a second Data Quality Management Control Program (DQMC)
implementation policy memo signed by the new Assistant Secretary for Health Affairs,
Mr. Jarret Clinton in November of 2000 (Clinton, 2000). With all this emphasis on data
quality, the MEDCOM officially implemented its DQMC system in January 2001. This
is ﬁow done in the form of the Monthly Data Quality Report by both the system manager
and the facility data quality manager. This data quality must also be reviewed by the
commander of each facility monthly. Data systems are checked for timeliness, accuracy,

completeness and consistency. This data is also compared to 36 other Army treatment
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facilities within the MEDCOM. If a facility has skewed information then that facility is
focused on for improvement (D. McGue, personal communication, 5 Nov 01; A. Chong,
personal communication, 5 Nov 01). The Assistant Secretary of Defense for Health
Affairs mandated this report in November of 2000. This pro.gram is called the Data
Quality Management Control Program (Clinton, 2000).

The third step in the methodology, is the Business Case Analysis format and the
application of Break-Even Analysis. The Business Case Analysis format is still being
finalized within the MEDCOM. There is one version that was released in December
2000 and an update that was released in May 2001 (LTC Dudevoir, personal
communication, 27 Sept 01). The intent is to provide facilities within the MEDCOM a
standardized format for taking business initiatives and doing the financial analysis for the
project and a three-year pro-forma. Another unique function of the BCA is fhat it also
tied the business initiative to the four pillars of the Balance Score Card. This is done by
aligning the initiative with the Objective bubbles that are outlined in TAMC’s BSC
strategy map (Appendix B; Kaplan & Norton, 1996). TAMC’s Resource Management
Division developed their most up to date pilot version of the BCA in October 2001 (see
Appendix C; Ardner, 2001). This business case analysis is a financial analysis to
evaluate the costs and benefits of at least one alternative to the status quo of a specified
business practice that is selected for review (Dudevoir, personal communication, 27 Sept
01). These business initiatives are to be submitted to MEDCOM for approval and
prioritization for future funding. This prioritization will lay out the MEDCOM's financial

scheme of maneuver for the period covering 2003-2007. Currently, the Microsoft Excel
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Spreadsheet based format seen in Appendix C, is the accepted standard for the BCA
(Ardner, 2001; LTC Dudevoir, personal communication 27 Sept 01).

Behind the Business Case Analysis is a key financial concept. This concept is the
Break Even Analysis. The concept is based on the formula Total Revenues = Total
Costs. Total costs are made of fixed and variable costs (Austin & Boxerman, 1995).
Variable costs are costs that vary over increased volume or workload. Fixed costs stay
the same with increased volume. In the case of taking on more workload or a new capital
initiative for an organization the combination of new fixed and variable costs is known an
marginal costs (Gapenski, 2001) & (Finkler, 1998). This cost of care can be brought
back to the organization as new revenue. This is also known as cost avoided in a military
treatment facility and new marginal costs can be subtracted from it (LTC Dudevoir, 27
Dec 2001). If revenue or cost avoided are greater than the new costs of doing business
then the venture should be pursued. The formula can be further simplified to Total
Revenue or Cost Avoided= Fixed Costs + Variable Costs(N) (Austin & Boxerman,
1998). (N) represents the unknown number of procedures that should be brought into
TAMC to break-even or pay for all new costs. Once the break-even point is met, profits
can be achieved or in the case of a military treatment facility, money saved to the
government. The break-even formula is integrated into the Business Case Analysis
Template Version 3.6, appendix G provides an example in action (see slide Funding &
Savings Work Sheet, Appendix G; Ardner, 2001).

The Business Case Analysis template in appendix C, slide Funding & Savings
Worksheet lays out the costs of currently doing business in the first column titled,

Current Funding. This column will show what it requires to run the GI Ambulatory
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Surgery Clinic presently based on supplies, capital equipment, labor, contract support,
supplemental care and other expenses. This information will be obtained from the GI
Ambulatory Surgery Clinic (B**5) MEPRS Step-down Report for FY 2000 (GI MEPRS
Step-down, 2001). The step down report will show all the costs related to providing care.
There are costs that are directly assigned to the GI Ambulatory Surgery Clinic and those
that are assigned based on Standard Element of Expense Code or SEEC codes (D.
McGue, personal communication, 5 Sept 01). Supply costs are obtained by taking all the
26.xx SEEC codes. These codes represent supply costs. Labor is taken from all direct
military labor and contract labor and all 11.xx codes. Resource support and local contract
will be developed by adding all 25.50 SEEC codes. Supplemental care will be added by
adding all 25.55 SEEC codes. The remainders of costs are under miscellaneous
expenses. These SEEC codes will be reviewed by the GI APC PAT as the main SEECs
that fit the description headings the remaining SEECs will be placed under the
Miscellaneous heading (see Slide Funding & Savings Worksheet, Appendix C; Ardner,
2001; D. McGue, personal communication, 5 Sept 01).

The following three columns entitled Initiative Requirements, Second Year
Phase-In and Third Year Phase-In of the Business Case Analysis, Funding & Savings
Worksheet represent the application of the Break-Even Analysis and array this
information in a pro- forma or lay down of revenues and expenses over three years (see
Slide Funding, Appendix C). The GI APC PAT will select fixed and variable costs
related to the development of the GI APC into these columns. These costs will represent
the new marginal costs of doing business (Gapenski, 2001; Finkler, 1994). Based on the

Department of Defense Financial Management Regulation there are certain costs that
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should be considered when bringing new workload into an organization or charging other
federal agencies for services with their organization. These are supply costs, labor costs,
construction, contract costs, equipment and transportation costs (DOD Financial
Regulation, 2001).. The GI APC PAT will follow this guidance in developing its
marginal costs. First are Supply costs that will be calculated by taking 26.XX total SEEC
costs from the MEPRS report and dividing it by a total number of procedures that
occurred during FY 2000 (ADS, 2000) & (Olympus, 2000). This will give an average
supply cost per case. The total number of new procedures to be recaptured will be
multiplied by this supply cost and placed in the Supplies cell of the three-year pro-forma.
The next cost, construction conversion, will be only required in the first year of the
business initiative. They will be calculated by determining with the chief of facilities the
costs related to converting the existing space into a GI APC. Items such as tearing down
walls, air handling and utility installation will be considered. This data will be placed in
the Capital cell of the first year only. The final cost is new labor costs. An assessment of
additional staff that may be needed to streamline operations within the APC will be
considered. The annual salaries will be based on the local government pay scales. These
pay scales will include Cost of Living Allowances (COLA) (General Schedule, 2001).
These labor costs will be required in all Labor cells of the three-year pro-forma (see Slide
Funding & Savings Worksheet, Appendix C; Ardner, 2001). In addition to all the costs
of doing current business third party and VA reimbursements are represented. This
information will be obtained from the TAMC Patient Administration Division, Third
Party Claims office for FY 2000 (Keystone, 2000). The VA reimbursements will be

obtained from the VA business office located at TAMC for FY 2000 (VISTA, 2000).
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The next portion of the Initiative Requirements, Second Year Phase-In and Third
Year Phase-In of the Funding and Savings Worksheet is the Cost Avoidance
Reimbursable Earnings Sections represented by the Managed Care Support Contract
Savings Cells (see Slide Funding & Savings Worksheet, Appendix C; Ardner, 2001).
This will be calculated by utilizing information from the Health Net Federal Services
(Health Net), 12 month, GI Historical Claims Report for the period January 2000 to
December 2000 (Health Net, 2000). This report will have a list of procedures that were
sent to the network for care in 2000. It will list procedures by number of procedures, -
description, CPT code, facility charge and professional fees. From this information a
total cost for care will be calculated. By adding total costs and dividing by total
procedures an average cost per case can be developed and placed into the MCS Contract
Savings cell for all three years of the pro-forma. In addition, the Health Net report will
provide a column for other health insurance by taking the total dollars collected and
dividing the total dollars paid for care. A percentage of other health insurance can be
calculated and applied to the Third Party Collections cell as a planning factor for all three
years of the pro-forma (Health Net, 2000). The final portion is the Veterans Affairs cell
of Reimbursable Earnings. This will be calculéted by utilizing the VA VISTA Report for
FY 2000. The Veteran’s Health Information Systems and Technology Architecture
(VISTA) database is equivalent to our version of the Composite Health Care System
(CHCS). This report will show the number of VA procedures by CPT code and
description that were sent to the network for care (VISTA, 2000). The Federal Register
guidelines for 2001will be used to calculate actual professional fees also known as

Resource Based Relative Value Units (RBRVS) (Federal Register, 2000). Facility fees
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will be calculated by utilizing the Complete Guide to Ambulatory Payment
Classifications (APCs) for 2001 (St. Anthony’s, 2001). The Managed Care Division, VA
Joint Venture Office has developed a combined APC and RBRVS charges worksheet
specifically for GI APVs by CPT code and description (Combined APC & RBRVS,
2001). By utilizing this worksheet of combined charges it can be applied to a mix of VA
procedures (VISTA, 2000). The final dollar value will be placed in the VA
reimbursement cells of the three-year pro-forma (see Slide Funding & Savings
Worksheet, Appendix C; Ardner, 2001).

A final aspect of the Business Case Analysis, Funding and Savings worksheet, is
determining the maximum number of procedures that can be performed within the GI
APC. By looking at the current scheduling template that is currently used within GI, this
number of visits can be calculated for FY 2000. The APV scheduling template runs from
0800 hours to 1200 hours daily (CPT Vondruska, personal communication, 21 Sept
2001). During this time there are two providers performing visits or cases. By looking at
the average number of visits per provider an average number of visits per hour will be
developed. Potential efficiency gains will be determined by the implementation of a
recovery room. These efficiency gains will be represented in freed up patient care time
per day. This time and multiplied by available clinic days in a year, will result in the
number of additional visits or procedures that can be recaptured. (Olympus, 2000; ADS,
2000; MEPRS Step-down, 2000). This number of procedures will represent the
estimated maximum number of procedures that will be performed if the GI clinic is

moved to a new location and projected efficiencies are achieved.
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By calculating these sections of the Business Case Analysis Template, Funding
and Savings Worksheet, the break-even point can be calculated, and different mixes of
TRICARE Prime procedures and TRICARE Prime and VA procedures will be calculated.
The commander will determine which mix of procedures will be selected for the final
venture. The selected volume and mix of procedures md their costs avoided and
marginal costs will be entered into the final BCA template that is submitted to the
MEDCOM.

The business case analysis will only work if a need is determined (LTC Ardner,
personal communication, 15 Oct 01). It must be validated that workload exists to be
recaptured and what we are paying for this care. The study will also utilize data from the
CHAMPUS/TRICARE Utilization Reporting & Evaluating System (CURES) database
for FY2000 (CURES, 2000). This database is an online database that reports by CPT
code and description, which procedures were sent to network providers for care. It also
gives costing data for professional fees paid by TAMC for this care. The importance of
this report will be to show by group, which patients went outside TAMC for care. The
report will help in validating the number of procedures found in the Health Net Report.
These groups will be broken down into Tricare Prime, Tricare Extra and Tricare Standard
procedures.

The GI APC PAT will be concerned with using the Tricare Prime procedure
numbers since the organization cannot count on recapturing the Extra procedures and
Standard procedures because they prefer to utilize civilian providers for care (M. Latham
personal communication, 27 Aug 01). CURES historical GI claims reports are based on

18, 24, and 36 months worth of claims data. The more time that passes to allow claims to
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come in, the more accurate the report (K. Nihlan, personal communication, 26 Sept 01;
CURES User Tip Guide, 16 Mar 01). The most current FY 2000 CURES Report will be
used for this study.

The recapture of Standard and Extra procedures should not be ignored. It should
be TAMC’s goal to always try to bring these patients back to the facility for care. This
could of course be addressed in the organization’s marketing program. When performing
a Business Case Analysis, Prime procedures will be the procedures our plan is based on
and the dollar value attached to these procedures will be used in our calculations as cost
avoided (M. Latham, personal communication, 27 Aug 01).

Validity is defined by Cooper & Schindler (2001) as the extent to which a test
measures what we actually wish to measure (p. 211). The objective of this portion of the
study will be to replicate a recognized methodology within the MEDCOM and Tripler
Army Medical Center: the Business Case Analysis Template and the healthcare
industry’s accepted methodology of Break-Even Analysis (Ardner, 2001; Austin &
Boxerman, 1998). The model will use data from MEPRs, Health Net, TAMC Third Party
Collections, GI Olympus Data, TAMC Ambulatory Data System (ADS) and the VA’s
VISTA Report to accomplish this. In this case, the data being used is number of visits,
procedures, professional and facility fees or costs, third party reimbursement dollars,
supply costs and labor costs related to care. These business models represent all the
relevant items that will be needed to conduct a proper business analysis and breakevn
analysis. Having all the relevant items is known as Content Validity (Cooper and

Schindler, 2001). The Business Case Analysis format and Break-Even Analysis are the
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best methods to use that meet Content Validity because they have all the necessary
components needed to determine if a business venture will more than likely be a success
Reliability is defined by Cooper and Schindler (2001) as the accuracy and
precision of a measurement procedure and its consistency (p. 215). The results of the
Business Case Analysis Template and Break Even Analysis methodology are valid
because the FY 2000 data from MEPRs, ADS, Olympus, and Third Party Collections
reports are checked for accuracy on a monthly basis by system managers and users. Data
i systems are checked for timeliness, accuracy, completeness and consistency (D. McGue,
1 personal communication, 5 Nov 01) & (A. Chong, personal communication, 5 Nov 01).
The Health Net report is also checked for reliability by the Health Net office and
! the Tricare Lead Agency on a monthly basis (S. Martin, personal communication, 5 Nov
01). The VA VISTA report is also reviewed on a monthly basis by the local VA business
‘ office. The VA also has requirements from Veterans Affairs to check data quality (J.
| Mitson, personal communication, 5 Nov 01).
It must also be noted that users of these reports also assist in the validation
process. If glaring inconsistencies are found in these documents, the user often makes on
the spot corrections with the system manager. (A. Chong, personal communication, 5
Nov 01).
The fourth and fifth steps will be that location options will be developed. There
are several locations that exist in the facility for consideration. These areas will have a
floor plan developed for each (step 3) (see Appendix H). Each area will have certain
minimal selected work areas that will be predetermined by the GI APC PAT like a

reception area, prep area, procedure rooms, and a recovery area. There will also be a
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HFMA space allocation/requirements sheet (step 4) that will be filled out and the
required space calculations will also be placed in the matrix (see Appendix I; HFMA
1997). This space matrix assigns a certain amount of square footage based on historical
data required for each area. For example, each procedure room requires a certain amount
of space. This matrix arrays this data in a logical format and produces a total amount of
square footage required. These space requirements will also have an attached cost to them
that will be placed in the matrix and will also be worked into the breakeven analysis
portion of the methodology. As a final note, the space allocation sheet will be used for
only absolutely necessary space. The sheet was designed to plan for large stand-alone
facilities. Only a portion of the recommended requirements will be used.

The sixth step will be the implementation of a Decision Matrix in the selection
process of a course of action. This matrix will be finalized in close coordination with the
GI APC PAT (see Appendix J; Decision Matrix, 2001). It will be approved by COL
Vincent, Chief of the GI APC PAT. The best course of action will be based on weighted
variables or selection criteria. Each course of action will be ranked based on alignment
with the objective bubbles located on the strategy map of TAMC’s Balanced Score Card
(see Appendix B; Kaplan & Norton, 1996). Each alternative will have bubbles selected
for each to help in determining the best course of action. The most bubbles elected will
strengthen the alternative. There will also be additional weighted variables. The
location’s effect on other services and the TAMC master plan, ability to expand, most
treatment rooms, lowest construction costs, has a bathroom, most procedures produced,
best layout for patients and staff, most storage and administrative space and finally,

financial return on investment or cost avoided. These weighted selection criteria are
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placed in a Decision Matrix (see Appendix J; Decision Matrix, 2001). The lowest
combined score will determine which course of action is the best for TAMC. The GI
APC PAT determined the weighting of the variables. Additional variables may be added
to the Decision Matrix and the weighting may be adjusted by the commander and affect
the selected course of action.

Validity is defined by Cooper & Schindler (2001) as the extent to which a test
measures what we actually wish to measure (p. 211). The objective of this portion of
study will be to replicate a recognized methodology within the Army, the MEDCOM and
Tripler Army Medical Center; the Decision Matrix. The Decision Matrix is valid because
it is an accepted tool for decision support in the Army. It is taught at the Combined Arms
Staff and Services School, Ft. Leavenworth Kansas (Decision Matrix, 2001). Utilizing
pre-selected variables or criteria and weighting them further validate this matrix. These
variables will be reviewed by the GI APV PAT and will be finalized by the commander.
These variables will be integrally related to the development of a GI APC at TAMC.
This decision support model represents all the relevant variables that effect the decision
to develop a GI APC. This type of validity is known as Content Validity (Cooper and
Schindler, 2001). The Decision Support Matrix is the best method to use that meets the
Content Validity definition because it shows the required weighted variables and their
effect on several courses of action.

Reliability is defined by Cooper and Schindler (2001) as the accuracy and
precision of a measurement procedure and its consistency (p. 215). The Decision Matrix
is a reliable tool because the matrix involves the preselected weighted variables that are

based on years of experience and school training related to Gastroenterology and Facility
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Engineering. Each member of the GI APC PAT ﬁas at least 10 years of experience in the
health care field; and most also have the same level of experience working with
Gastroenterology or Facility Engineering. The recommended weighted variables will be
considered and selected based on needs of the patient, family member, staff and in the

best interests of TAMC.

Expected Findings and Utilities of Results

From this study the researcher expects to determine whether or not the
development of a GI APC is in the best interest of the organization. The study will show
current productivity levels for the GI service and the procedures that are being referred to
the civilian network based on historical paid claims reports. The study will also show
which mix of procedures is best for TAMC and the exact break-even point that will be
required. The study will also be able to predict when each mix of procedures will
become cost effective for the organization and the total cost avoided for the organization
over a three-year period. The study will show which of the Balance Score Card Strategy
Map objective bubbles are met by the each course of action. It will also show which
course of action is the best alternative based on weighted variables in a Decision Matrix.
It will also outline additional areas for future study that are discovered.

Results and Discussion

Steps 1. 4 & 5: Results of Assumptions, Available Space, Space Allocation
Worksheet

The GI APC PAT conducted several meetings during the development of this

project. These results of these meetings combined Step One: Development of



GI APC at TAMC 38

Assumptions, Step Four: Consideration of Available Space and Step Five: The Space
Allocation Worksheet.

Step One: Assumptions had certain results. The first set of assumptions that had
to be made by the PAT were in regard to the appointment template. The first issue that
was discussed was the daily appointment template. The GI clinic provides ambulatory
procedures from 0800-1200 hours daily (this schedule is flexible but for the most part
accurate). The remainder of the day is dedicated to outpatient visits where initial consults
and procedural follow-ups occur. This template has usually two of three full time
providers seeing patients for ambulatory procedures. The other provider normally
conduct follow ups, medical education and preparations for afternoon emergency
procedures. The two perform and average of four procedures a day by utilizing three
procedure rooms. Each room is being utilized on a staggered time frame leaving the third
room for turnover. The average amount of time needed for a procedure is one hour. This
estimate also includes transfer time to a recovery room located on the sixth floor, the Post
Anastesia Care Unit (PACU). This is based on observations by the researcher during the
month of November 2001. Unfortunately, the existing GI center is tied to the schedule of
the PACU which closes at 1530 hours daily. Because of this, the GI clinic has made their
template in the morning from 0800 to 1200 hrs in order to perform as many procedures as
possible. It must be understood that because of the staggering of procedures, procedures
do often go past 1200 hours. There is also a slight problem with time lost conducting

| transfers to and from the GI clinic, which is located on the fourth floor to the PACU,
which is on the sixth floor of the hospital. The average time spent on a transfer is about

15 minutes. The GI APC PAT came to the conclusion that this dependence on PACU for
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recovery services was the main bottleneck in the operation and has caused inefficiencies
to exist. In addition, the minimal numbers of procedure rooms was not sufficient to stop
gaps in providing continuous procedures. It was estimated by the GI APC PAT that by
having internal recovery services and additional procedure rooms, at least one hour of
ambulatory care could be recovered by not having to move patients. By taking 15
minutes of saved time per hour over a four hour template, this produces one hour of free
ambulatory care time. By multiplying this number by the two available GI providers and
240 annual clinic days, it was deduced that 480 additional visits a year could be
conducted a year if recovery services and additional procedure rooms were added to the
unit. With the addition of these resources procedures would no longer have to be limited
to an 0800-1200 hours template. This template could now be expanded at will also
adding the potential to do even more procedures if adequate staff were provided (COL
Vincent, personal communication; 21Sep 01; CPT Vondruska, personal communication,
21 Sep 01; MAJ Ramos, personal communication, 21 Sep 01& MAJ Baroni, personal
communication, 21 Sep 01).

The GI APC PAT also developed a conversion factor that converts visits to
procedures. The PAT made the assumption that these 480 visits could be converted to an
exact number of procedures a year. Each APV can consist of multiple procedures. Based
on fiscal year 2000 MEPRS and ADS data, it was found that 1315 visits were performed
in the GI clinic this equated to 1437 procedures (ADS 2000; Olympus 2000 & MEPRS
Stepdown, 2000). Based on this information, a conversion factor from visits to
procedures was developed. By taking 1437 procedures an dividing it by 1315 visits a

1.09 conversion factor was developed. This conversion factor was then multiplied by the
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480 thus resulting in 523 procedures. This number of procedures was the maximum
number of additional procedures that could be recaptured by the GI clinic staff (G.
Christal, personal communication, 21 Sep 01).

The next set of assumptions and estimations that were made were related to layout
and space of the center. It was agreed that the facility should have a similar design to that
found in appendix D. This basic design is set up for an Ambulatory Procedure Center
that could accommodaié surgeries. The GI APC liked the concept of having procedure
rooms, a nursing control station, a waiting room, prep rooms and a recovery lounge (see
appendix D) & (Billig, 1997). This was further solidified when the GI APC conducted its
visit to the Hawaii Endoscopy Centers, St. Francis facility on 10 October 2001. The
group unanimously agreed that a large shared recovery room, a minimum of three

procedure rooms, a waiting room, a dressing room and prep area would be the goal or

standard that would be achieved in the development of the Tripler GI APC (COL

Vincent, personal communication, 10 Oct 01).

This type of layout would need a certain amount of space. By utilizing the
Surgery Area Space Allocation Worksheet seen in appendix I, approximately 3700 square
feet was found to be the requirement for a three procedure room single specialty
Ambulatory Procedure Center (see Appendix I). Based on the experience of the authors
of this form, they recommend an additional 40% be added to the total for patient and staff
circulation purposes (Billig, 1997). This resulted in a requirement of 5,198 feet, if space
was not an issue. It was also brought to the attention of the GI APC PAT that new
construction costs for a stand-alone facility or any type of major conversion work within

Tripler could cost up to 250 dollars per square feet. For a 5,000 square foot facility it
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could cost over one million dollars. In addition to this figure, there would be an
additional 15% of the total cost added for architectural design (M. Lau, personal
communication, 19 Sep 01). It was agreed that the facility would have to be built within
TAMC. In addition, the visit to the Hawaii Endoscopy Centers, St. Francis facility
proved to the GI APC PAT that it was possible to perform the GI mission in a space of
about 3,000 square feet (D. Motsuda, personal communication, 10 Oct 01). This was a
hidden blessing because the available spaces at TAMC for a center were all between
2,500 and 4,000 square feet (T. Butler, personal communication, 2 Nov 01). Keeping all
of these variables in mind, the GI APC PAT concluded that it would be limited in space
availability inside Tripler and that a stand alone facility was out of the question at the
present time. It would be in the best interest of Tripler to develop a facility within the
facility walls and have the least amount of construction conversion expense.

In addition to patient scheduling templates, layouts and space, there was one final
area that needed to be analyzed. Assumptions had to be developed on the manpower
needs for this added capacity of patients. It was already known that in FY 2000 that 1437
procedures and 1315 APVs were performed in the GI clinic. The current staffing for this
workload was 3 full time staff Gastroenterologists, two Registered Nurses (RNs) and five
resource sharing Liscenced Practical Nurses (LPN). With the addition of the recovery
room mission it was assumed that a two additional LPNs would be able to take on the
duties related to helping patients in recovery, additional scope washing and room turn
over requirements (COL Vincent, personal communication, 10 Oct 01). The selection of
the limited skills of an LPN was based on the fact that only conscious sedation is used for

GI procedures. Observation would be the main mission in the recovery room and the
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skills of the RNs and Gastroenterologists would be used if complications developed
(TAMC Regulation 40-32, 1998).

Discussion

These assumptions and estimations were of course not iron clad. A baseline or
staring point was needed. As the meetings were conducted steps one, four and five
seemed to flow together. Minor adjustments could be easily be made to each of the
areas: space, number of recapturable procedures/visits, added staffing, and layout design.

Step Two: The Productivity Model

The second step was the use of a productivity quel developed by Managed Care
at TAMC. The results of this model can be seen in appendix K, slide one and two (see
Appendix K; Productivity Model, 2000). According to the FY 2000 UCAPERs Report,
there were GI providers who performed outpatient, inpatient and ambulatory care
throughout the year (UCAPERS, 2000). The total of these hours for ambulatory and
outpatient care was 3669.15 hours. This number was divided by 168, which represents
the number of hours of labor required to equal one full time equivalent (FTE) or one full
time employee the result is 21.84 FTEs dedicated to outpatient and ambulatory care a
year. By dividing this number by 12 months, 1.82 FTEs are dedicated per month to this
type of care. This number is out of a possible 2.91 FTEs per month or 62 percent of
available time. Another portion of .57 FTEs or 20 percent of the time is dedicated to
inpatient care. The remaining time was dedicated to other areas like education and field
exercises (see Slide 1, & 3, Appendix K; Productivity Model, 2000).

The second slide of appendix K shows the productivity of the providers related to

outpatient and ambulatory care (see slide 2, Appendix K). There was a total of 7325
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outpatient and ambulatory visits during FY 2000. By dividing this number by 12 months
and dividing it by 1.82 FTEs and multiplying by 12 months again, the result is 4024.73
visits per year. This number can be compared to the 2000 MGMA benchmarks for GI
productivity in an academic teaching setting in the top 90™ percentile (see Appendix F;
MGMA, 2000). The GI clinic’s 4024.73 visits was compared to 2,922, the MGMA
national average of visits in the 90™ percentile. The results surpassed the civilian sector’s
highest benchmark.

Discussion

The results show that the providers in the GI clinic were very productive
compared to national standards. Although the GI clinic in FY2000 surpassed national
standards, the GI APC PAT believed that they could produce more visits a year by the
simple efficiency gain of adding a recovery room, procedure rooms and staff. The
researcher felt that it was important to explain that the GI staff is very productive and
there is good reason to not overestimate the added workload that can be taken on. The GI
APC PAT and the researcher felt that 523 procedures or 480 visits was a conservative
objective that could be achieved (COL Vincent, personal communication, 21 Sept 01). In
addition the researcher found the 2001 MGMA Ambulatory Surgery Center Survey
Based on 2000 data. In this report, for a small single specialty GI center, it recommended
that up to 8,136 ambulatory procedure visits were conducted on average per year in the
upper 90™ percentile of centers and 2340 ambulatory procedure visits were conducted in
the lower 25™ percentile of centers. This aspect of the survey was based on data from 12
single specialty GI centers in the United States (MGMA Ambulatory Surgery, 2001).

When comparing this to the 1315 ambulatory procedure visits a year at TAMC’s GI
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clinic, the researcher found that we could possibly more productive (MEPRS Report,
2000). It also must be remembered that these clinics in the survey do not have military
and academic requirements placed on its providers.

Step 3. Business Case Analysis Template and Break Even Analysis

The third step of the methodology was the Business Case Analysis Template and
Break Even Analysis. Several probable numbers and mixes of patients were developed
and placed in the Business Case Analysis Template (see Appendix L; Ardner, 2001).
These scenarios were developed to show the commander different probable options. The
first option develops the Break-Even Point with strictly 452 Tricare Prime procedures.
The first column entitled Current Funding, lays out what the current costs were to
produce the 1437 procedures a year during FY 2000. During the year it cost the
government 773,566 dollars based on the annual MEPRS Stepdown Report for FY 2000
(MEPRS Stepdown, 2000). Also during that year, 50,950 dollars were collected from
Third Party Collections during (Keystone Report, 2000). Thus the final expenditure for
the year was actually 722,617 dollars to provide care in the GI clinic. This amount for
the Current Funding cell is the same for each scenario and does not change. The
remainder of the template lays out a break-even volume that would be required to pay off
the costs of developing a GI APC in the first year. This is done by laying out expenses
and revenues for a specific volume over three years. It was found in appendix M, the
Calendar Year (CY) 2000 Health Net Report that Tripler sent 239 procedures to the
network for care at a value of 169,135.43 dollars (see Appendix M). By dividing these
figures, an average cost of 707.68 dollars is developed per case. This is the amount that

is multiplied in the volume required cell, thus resulting in a cost avoided amount of
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255,897 dollars per year. It must be understood that this amount would be a larger figure
of 319,871.36 dollars. Unfortunately, it only represents 80 percent of actual fees that can
be recaptured by Tripler. The remaining 20 percent must be given back to Health Net
Federal Services (Health Net), the Managed Care Support Contractor (MCSC) (S. Martin,
personal communication, 20 Feb 02). This action occurs annually at the Bid Price
Adjustment negotiations. The MCSC is actually taking on more risk of losing money so
we must pay them for this lost workload (LTC Dudevoir, personal communication, 27
Sept 01). Additional cost avoided is added by a 10.63 percent rate for other health
insurance. This rate was developed based on historical average amounts recaptured in the
CY 2000 Health Net report (see Appendix M). This cost avoided is compared to
expenses that are required to develop and staff the GI APC. These costs are supply costs
rated at 89.07 dollars per procedure based on FY2000 annual MEPRS supply costs
(MEPRS Stepdown, 2001). The total supply costs would be 40,257 dollars a year for
452 recaptured procedures. The other expenses are additional nursing expenses. In this
case, two Licensed Practical Nurses (LPN) would be needed to fill the added
requirements of a recovery room and additional procedure rooms. The GI APC PAT
decided to utilize the construction conversion costs related to converting the space
located on the sixth floor which would cost approximately 175,000 dollars and the use of
two GS-5, Step-One LPNs salaries with 25 percent added for cost of living expense.
These costs are of course examples of what could be and do not represent reality and
based on recommendations of TAMC experts to establish a baseline for consideration
(M. Lau, personal communication, 19 Sept 01; General Schedule, 2001& COL Odegard,

personal communication, 5 Feb 02). Thus, the total expenses are 283,470 dollars in the
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first year and 108,470 dollars in the following years because the construction would be
paid for. When these expenses are subtracted from the estimated cost avoided, the
breakeven point or volume occurs at approximately 452 procedures a year and produces a
net cost avoided after expenses of 348,887 dollars over a three year period. The break-
even volume would change if the number of nurses or the amount of cbnstruction cost
would change (see Sheet 1, Appendix L).

The next scenario looked at recapturing only the 239 procedures that were sent to
the network in FY 2000 (see Appendix L). This scenario would represent the lowest
number of possible procedures that could be recaptured based on historical data from CY
2000 Health Net report (see Appendix M). The same average cost per procedure of
707.68 dollars was used and it was found to equal 135,308 dollars. This amount is based
on an 80 percent risk sharing factor (LTC Dudevoir, personal communication, 27 Sept
01). A portion of this cost avoided would be attributed to 10.63 percent for other health
insurance, equaling 14,383 dollars. The .combination of these two figures was found to
equal 149,692 dollars thus representing the total cost avoided per year. From this
amount, was subtracted the supply costs which were now a much lower figure of 21,287
dollars, the same construction costs of 175,000 dollars and LPN costs of 68,213 dollars a
year. Unfortunately, the project did not pay itself off in the first year, but rather in the
second year. The net cost avoided for this scenario is 5,578 dollars. This scenario
presents the worst case scenario, or the lowest amount of expected procedures that can be
handled by the GI APC staff and it is still able to pay for itself in the second year (see

Sheet 2, Appendix L).
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The next scenario that is presented is 523 procedures, the maximum number of
procedures that could be performed based on the GI APC PAT’s earlier analysis. By
taking 707.69 dollars and multiplying it by 523 procedures the cost avoided would be
296,093 dollars. This amount is based on an 80 percent risk sharing factor (LTC
Dudevoir, personal communication, 27 Sept 01). It is added to 10.65 percent for other
health insurance which equals 31,475 dollars. The total of these two amounts is 327,568
dollars. This cost avoided was then compared to the expenses of the taking on the new
workload. These expenses consist of 175,000 dollars for construction, 68,213 for two
LPNs and 46,581 dollars in supply costs.- The total expenses are 289,794 dollars. This
scenario results in the project paying for itself in the first year. It will also result in an
estimated net cost avoided of 463,323 dollars over a three-year period (see Sheet 3,
Appendix L).

The final scenario that is presented is also 523 procedures, but in this case, the
GI APC PAT recommended we share capacity with the VA. Tripler would take on 239
procedures and the VA would be provided with 284 procedures. It was found that the
VA sent approximately 452 procedures to the network for care during FY 2000. Their
need is as great as Tripler’s (VISTA, 2000). In this scenario our GI staff would assist the
VA providers in performing these procedures in exchange for professional fees (Resource
Based Relative Value Units (RBRVS) and facility fees (Ambulatory Procedure Codes
(APC) (Federal Register, 2001). A basic spread of procedures was developed based on
the same spread found in the Health Net Report and predetermined rates in the Federal
Register, 2001 were applied to each procedure (see Appendix M; B. Horner, personal

communication, 21 Nov 01 & Federal Register, 2001). These rates are normally paid to
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Tripler by the VA when facilities, equipment and staff are supplied to perform GI
procedures for the VA (B. Horner, personal communication, 21 Nov 01). The amount
that would be paid to Tripler for 284 p;ocedures would be 193,292 dollars. This amount
is in turn added to the remaining 239 procedures that would be set aside for Tripler
valued at 169,135 dollars. The total value of the two sets of procedures is 323,761
dollars, this amount is developed after applying the 80 percent risk sharing factor (LTC
Dudevoir, personal communication, 27 Sept 01). It must be noted that about 10.65
percent of this figure would be paid by other health insurance representing 34, 416
dollars a year. The sum of these two amounts is 358,177 dollars representing total costs
avoided. Subtracted from the total cost avoided is the supply costs equaling 46,581
dollars, the constru}ction costs are 175,000 dollars and the two LPNs at 68,213 dollars.
The total of which is equal to 289,794 dollars. In this scenario the sharing of 523
procedures pays for itself in the first year and provides a net cost avoidance of 555,151
dollars over three years (see Sheet 4, Appendix L).

Discussion

The GI APC chose to use a series of scenarios based on a set location, staffing,
supply, and construction costs related to each scenario. Slight variations in these
requirements would change the break-even points. Also delays caused by construction
time and actual start date of recapture could change the breakeven volumes and overall
net cost avoided over a three-year period. The intent behind these results is to show
generally when each number and type of patients will pay for itself based on an
acceptable set of expenses. It is the belief of the GI APC that the command should focus

on recapturing the minimum 239 procedures a year with a goal of pursuing up to 523
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procedures a year. The commander will have to make the decision whether to share
remaining capacity with the VA (COL Vincent, personal communication, 21 Sept 01).
The VA could also be given a procedure room to operate on its own with their own staff
and perform as many procedures as it can handle and be required to pay an APC or
facility charge per procedure (COL Vincent, personal communication, 25 Jan 02).

As a point of validation, the GI APC PAT looked at the CHAMPUS/TRICARE
Utilization Reporting and Evaluating System (CURES) Annual Report for FY 2000 with
a 24-month claims collection period. In this report, it was found that 102 Tricare Prime
procedures were sent downtown to the network (CURES, 2000). The report for FY 2001
showed 354 Tricare Prime procedures (CURES, 2001). This report represented a 15
month collection period. It cannot be explained why the CURES Report did not match
the Health Net Report. The Health Net Report is believed to be far more accurate by the
researcher. This is due to the fact that Health Net must keep very accurate records of
claims in order to avoid any fraudulent claims for payment (S. Martin, personal
communication, 26 Sept 01). Another reason that the CURES report may not be accurate
is the fact that claims can take up to 36 months to come and that all the paid claims are
not represented on the report (K. Nihlan, personal communication, 26 Sept 01; CURES
User Tip Guide, 2001). A final reason is that the CURES Report represents FY 2000 and
technically the Health Net Report represents data from Calendar Year 2000 so there may
be some disparity between the two data reports.

Another interesting observation is that the researcher was able to obtain a CY
2001 Health Net Report for the period Dec through Aug 2001. It showed 360 procedures

that were paid for during this period. It appears that the data for both the CURES report
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and Health Net report for 2001 maybe be more accurate due to the fact that the numbers
of procedures between reports are more similar (Health Net, 2001).

A new report presented itself during the closing period of the study. This report is
known as the ARS Bridge Report. Unfortunately our Decision Support Staff at Managed
Care has just received training on how to use and interpret data. The ARS-Bridge is a
data pulling system that is capable of pulling data from the same database as that Health
Net uses to pull data much like CURES. This database is knpr as the Palmetto Group
Benefits Association (PGBA) Data Warehouse (S. Martin, personal communication, 01
Mar 02). The database contains data related to claims and procedures that were done in
the network and what was billed for these claims and what the government allowed to be
paid. This report is slightly different from the Health Net Report in that it shows Tricare
Prime active duty family members, non-active duty family members and active duty
service members that also went to see network providers. This report proved that the data
in the Health Net was relatively accurate. This report is very similar to the Health Net
report in that it shows what claims were paid in the network. The report actually shows
active duty soldiers procedures or claims in addition to the family members procedures or
claims that went to the network for care. The only negative thing about this report is that
it did not show the facility fees that were paid to the network providers and third party
insurance that would be paid. These would have to be estimated in future studies if this
report were used as a source. For FY 2000 it reported 165 Tricare Prime procedures that
were sent downtown for care (ARS Bridge Report, 2000). For FY 2001, it reported 313
procedures that were sent downtown (ARS Bridge Report, 2001; CPT Horne, personal

communication, 4 Feb 02). Although the report did not present exactly the same numbers
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as the Health Net Report it does confirm that there were a large number of procedures
being sent to the network and that the number of network referred procedures has been on
the rise in the GI clinic. The researcher did have some concern as to why the data was
not exactly the same between the two reports. The researcher felt that the Health Net
Report was more accurate because Health Net is a for profit organization that must keep
accurate record of its billed and paid claims in order to avoid any type of fraudulent
claims or misrepresentation of the facts. Health Net also has more experience as the
MCSC in tracking paid claims in the network (S. Martin, personal communication, 20
Feb 02). The researcher specifically felt that the ARS Bridge and CURES Report Data
for FY 2000 was suspect and that it was more conservative to utilize the Health Net
report. For future study it would be interesting to look closer at the FY 2001 data which
seemed to present larger volumes of procedures and in all three reports (CURES, 2001;
Health Net 2001, & ARS Bridge 2001).

Another interesting point that must be mentioned, is the fact that the researcher
also utilized the Tricare Referral Report for FY 2000 and 2001. It was found that for FY
2000, 578 patients were referred downtown for care (Tricare Referral Report, 2000).
During FY 2001, 1171 TRICARE patients were send downtown for care (Tricare
Referral Report, 2001). It also confirms that we are losing large amounts of workload
downtown. Another interesting issue that concerned the researcher and the GI APC PAT
was the unknown reason why all of these referrals did not turn into procedures. One can
only speculate that possibly the patient lost their nerve, didn’t have enough money to
cover additional costs downtown or just did not feel comfortable with the thought of

getting a GI procedure (COL Vincent, personal communication, 28 Jan 02). These
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referral reports prove that we are definitely losing workload and also if we could find a
way to perform more procedures within the facility, patients would be more likely to get
the procedure done thus improving overall access and quality of care. This large number
of referrals also made the GI APC PAT feel more comfortable that pursuing a
conservative figure of up to 523 total procedures or 480 visits a year could actually
become a reality (COL Vincent, personal communication; 21Sep 01; CPT Vondruska,
personal communication, 21 Sep 01; MAJ Ramos, personal communication, 21 Sep 01&
MAJ Baroni, personal communication, 21 Sep 01).

Step 6, The Decision Matrix

The next step was the Decision Matrix. There were four alternatives that were
considered and briefed to the commander. Each alternative was based around location
and the five criteria that each aree; met. The four locations were maximum number of
procedure rooms, on site recovery, costs to remodel, time to implement, flexibility or
ability to expand, and disruption to normal operations within Tripler. The intent was to
develop a matrix with the results for the commander. The commander could in turn
apply a weighting to each criteria based on current priorities. The matrix that was briefed
to the commander can be seen in appendix O (DECMAT, 2001; see Slide 11, Appendix
0).

The first alternative was the current location which is the GI Clinic, located on
the fourth floor, H wing of the hospital. This area has tﬁee procedure rooms. It does not
offer on site recovery. It is very cramped and does not provide the ability for expansion
or development of recovery services, thus its conversion cost is zero. Time to implement

is not applicable because the current location cannot be expanded. Flexibility of this does
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not exist because it cannot expand and only so many procedures can be performed in this
area. Finally, disruption does not exist because this area is already set up and procedures
are being performed.

The next alternative is the critical care administrative area located on the sixth
floor C wing. This area has the potential to develop five procedure rooms. There is also
the ability to expand two of the rooms at this location and develop an on site recovery
room. The remodeling cost related to this area would be approximately 150,000 dollars
(M. Lau, personal communication, 21 Sep 01). For this cost the site would receive a new
nurses station, a point of use medication and supply dispensing unit, recovery room by
means of removal of a wall, installation of equipment washing room with ventilation.
This location is viewed as the quickest to implement and could potentially be put into
operation within three to six months. This location is considered the least flexible after
the current location because it is somewhat cramped and does not provide a great deal of
space for circulation of both patients and staff. This area unfortunately only provides
3,197 square feet with a rather narrow corridor that has a horseshoe shape. The selection
of this area would cause lasting disruption because the Critical Care nursing staff would
be forced to move into a much smaller space, the former Pediatrics Intensive Care Unit
(PICU) located on the same floor (see Slide 1, Appendix H).

The next area is known as the 1984™ Reserve Component space located on the 5™
floor, C wing. This area is to soon be vacated. This area could also provide up to five
rooms. It also has enopgh available space for a large recovery room. Remodeling costs
would be approximately 750,000 dollars. This area is rather expensive to remodel due to

the fact that the area a very large open space that would need major design and
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construction, room partitioning, it would need the installation of a bathroom, a nurse
station, point of use medication and supply dispenser, development of a recovery room,
and installation of a washer system and ventilation. This area unfortunately would take
the longest time to implement and would take at least two years before it could be fully
functional. Once complete, this area would provide more flexibility than the Critical
Care Administrative area because it could accommodate a large number of patients and
provide a more spacious area with adequate circulation. The square footage in this area is
approximately 2,834 square feet (T. Butler, personal communication, 6 Feb 02). This
location would have the least disruption to the organization due to the fact that it is not a
patient care area currently and is soon to be vacated anyway (see Slide 2, Appendix H).
The final area for consideration is the Quality Service Division (QSD) work space
on the ninth floor. This area could also provide up to five rooms. It also has enough
available space for a large recovery room. Remodeling costs would be approximately
200,000 dollars. This area is a bit more expensive than the sixth floor area to remodel
due to the fact that ventilation would need to be installed and the work-space above the
temporary ceilings is very confined and hard to work in compared to other floors. The
area has very spacious rooms that were once used for patient care. In fact it was once an
Orthopedic Clinic (T. Butler, personal communication, 6 Feb 02). The concept would be
much like the others to have up to five procedure rooms, a large recovery room and a
bathroom. It would require the removal of a wall, point of use medication and supply
dispenser, development of a recovery room, and installation of a washer system and
ventilation. This area unfortunately would take slightly longer than the Old CCU to

implement but not as long as the 1984™ space and could take at least two years before it
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could be fully functional. Once complete, this area would provide more flexibility than
the Critical Care Administrative area because it could accommodate a large number of
patients and provide a more spacious area with adequate circulation. The square footage
in this area is approximately 4,203 square feet (T. Butler, personal communication, 6 Feb
02). This location would have some temporary disruption because the QSD staff would
have to move to the 1984™ space and there would be remodeling and movement costs.
Fortunately this movement and disruption would be temporary (see Slide 3, Appendix H).

Discussion

This non-weighted decision matrix was briefed to the commander (see Slide 11,
Appendix O). Based on this information, the commander decided that it was necessary to
look deeper"into the ninth floor option in the QSD area. The commander felt very
strongly that certain variables needed to be weighted in the consideration process. First
was the flexibility as her most important interest; she felt that the ability to expand for
future growth was vital to the success of this plan. Second was on site recovery; there
had to be the existence of on site recovery. If there was no on site recovery it would not
make sense for the clinic to move at all. Third was cost; she felt that thé cost of the
center was important and needed to be considered. Fourth was time to implement; this
was somewhat important but not absolutely vital. It was more important to prepare a
solid plan and implement as time allowed. Finally was disruption, the commander was
not extremely concerned with the fact that QSD may have to move its offices to the
1984 space, in fact her communication to the GI APC PAT was that she wanted to
recapture administrative space for clinical space. Another comment made by the general

was that she did not like the use of the sixth floor option, Old CCU Administrative space.



GI APC at TAMC 56

She did not like this option because it would allow ambulatory patients and their family.
members to be cared for in the same area as patients being seen in an intensive care
setting. This was considered a wise observation by the GI APC PAT (COL Vincent,
personal communication, 6 Feb 02). The commander’s observation was based on her
years of experience as a nurse and was not considered by the GI APC PAT before (MG
Adams, personal communication, 28 Jan 02). The weighted criteria were now
determined by the commander.

It must also be noted that consideration was given to each of the alternatives and
whether or not each alternative aligned with the Balanced Score Card and the Strategy
Map of the organization (see Appendix B). It is a requirement for any Business Case
Analysis to be aligned with the Balanced Score Card (TAMC FY 04-09 POM
Submission Guidance, 2001). Each alternative has strengths and weakness but each
aligns generally with the Balanced Score Card , some more than others.

Each alternative focuses on some elements of focusing on our
customers/stakeholders, the first pillar of the Balanced Score Card. It was felt that each
of the alternatives met the following objective bubbles of the Balanced Score Card.
They all met the over all goal of projecting and sustaining a healthy and medically
protected force. Each alternative maintained the health of our service members (C-1),
and lowers the Army’s medically related costs by recapturing workload (C-3). Any of
these alternatives meets the goal of managing the care of the military and the military
family by improving satisfaction because patients will not have to be referred outside the
facility (C-6) it will also improve the overall health of patients and their families (C-8).

All the alternatives will provide seamless (C-9) and maximize total (MCSC plus Direct)
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system efficiency. By following these alternatives they will also provide more
accountable and cost effective service (F-4) (see Appendix B).

Each of the alternatives focuses on some aspects of the second pillar of the
Balanced Score Card, internal processes. These types of GI procedures all utilized health
risk assessment and health promotion (IP-1). They also more efficiently integrate the use
of direct and network care by keeping more workload within the facility (IP-3) (see
Appendix B).

Each of the alternatives focuses on some aspects of the second pillar of the
Balanced Score Card, learning and growth. Each alternative optimizes quality staff by
actually requesting to take on more workload (L-1). The project itself as a whole also
leverages information management and technology to provide state of the art medical
care by utilizing reports like the Health Net Report and Tricare Referral Report to capture
lost workload (L-2) (see Appendix B).

The final pillar is financial. Each alternative focuses helps the organization as a
whole strategically aligns funds and 0ptinﬁzes total system costs to include costs to the
VA (F-5). The project also assists the organization by projecting and securing required
levels of funding (F-6). The required levels of funding were thought out in great detail
for each alternative (see Appendix B).

It is the belief of the GI APC PAT that it would just not make sense to stay with
the preexisting alternative, staying in the GI clinic and continuing to lose workload in
cramped quarters. It specifically falls short in that it does not improve customer

satisfaction (C-6), assist in providing seamless care (C-9) and does not stress access,
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convenience and excellence in care and disposition of our beneficiaries with Aloha (IP-
By choosing this alternative, Tripler loses workload and money (see Appendix B).
Immediately following this briefing the GI APC PAT met with the chief of

facilities and the space manager of Tripler and requested that a contactor to validate
construction costs and get greater detail on the plans for the center on the 9™ floor. It was
also necessary to develop costs for movement of not only the GI clinic’s equipment, but
also QSD equipment and office furniture. The same basic financial three-year pro forma
would be applied with the concept of selling a portion of the services to the VA. In this
case, we would only charge the VA for the facility, administrative and nursing costs

| related to the procedures. This would require only an APC rate to be applied to each
procedure. It would not include an RBRVS charge. The calculations for the ninth floor
concept can be seen in Appendix L (see Sheet 5, Appendix L). The basic financial layout
in the first year is exactly like the others in that it cost Tripler 722,617 dollars for 1437
procedures or 1315 visits. In the first year of the project, it will cost 46, 581 dollars for
523 procedures worth of supplies, 68,213 dollars to hire two GS 5 step 1 LPNs, and
200,000 for construction and movement costs. This cost for construction and movement
represents the cost to move the QSD staff in to the 1984™ RSC space on the fifth floor
and installing cubicles for office space. It also covers the cost of moving the GI clinic
and it equipment to the ninth floor. In addition, the cost to instail a ventilation system,
remove a wall for a joint recovery room, and installation of GIs existing equipment into
each room. From a cost avoided perspective the VA would pay approximately
120,101.56 dollars for their care based on an APC or facility rate which is calculated in

appendix N (see Appendix N). In addition, we would recapture 169,135.43 dollars from
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the network if we recaptured 239 procedures. A figure of 28’1,93 dollars representing
10.63 percent for other health insurance could be added to equal a total of 293,409 dollars
representing the total cost avoided. In the following year, only the nurses and supply
expenses for these supplies would be required to be paid, the construction costs would be
already paid for. This type of scenario pays itself off during the second year and
produces a net cost avoided of 335,847 dollars a year (see Sheet 5, Appendix L). It was a
requirement of the commander that this type of scenario would be an option only if a
memorandum of agreement (MOA) would be developed and potentially sharing of the
constructions costs be worked into the MOA (MG Adams, personal communication, 28
Jan 02).

The researcher recommended to the GI APC PAT that a weighted decision matrix
be presented to the commander one final time with the GI APC PAT’s final
recommendation (see Appendix P; DECMAT, 2001). The final weighted decision matrix
weighted the following criteria in order: flexibility being the most important to the
commander, disruption to the organization ranked second, movement and construction
conversion costs ranked third, maximum procedure rooms ranked fourth, recovery room
ranked fifth, and alignment with the Balance score card ranked sixth. The options were
ranked and the weighted criteria applied to each. The sum of all scores resulted in ninth
floor option being the lowest score and the overall best option (see Appendix P;
DECMAT, 2001).

This entire proposal consisting of the new BCA scenario and the Weighted

DECMAT was presented to the commander on 13 Feb 02 by the researcher. It confirmed
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her belief that the ninth floor option was probably the best option for the long-term
strategic plan of the organization.

Conclusion

It is the GI APC PAT’s belief that the commander should select the following
course of action. The selection of the ninth floor location with the development of a large
recovery room, additional staff and up to five procedure rooms is the best option for the
following reasons. The providers can accept more workload given a recovery unit and
additional nursiﬁg staff. The belief is that up to an additional 523 procedures or 480
visits a year can be accommodated . The providers in the GI clinic are very productive
based on national standards but given these additional resourées they can achieve even
greater efficiencies. The addition of four to five procedure rooms will allow more
flexibility for room turn over and will also present a situation where one room could be
dedicated to the VA and their GI staff. With this in mind, a facility charge can be applied
to each procedure performed thus allowing cost sharing and the ability for both
organizations to recapture lost workload. The 4,000 square feet of space available is
much larger than any other space in the hospital and has bathrooms in each room. The
basic layout of the ninth floor is not exactly what would be the most ideal where there
would be a nurse-station to over-watch the recovery room but that could be overcome by
having additional nurses in the recovery room at all times observing patients. It also must
be noted again that the ninth floor used to be an orthopedic ward. By recapturing this
administrative space and converting it to clinical space it will improve access and
decrease losses to the network. The ninth floor option also wins clearly in regard to the

decision matrix, by having the most flexibility in regard to expansion if in the event more
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Army or VA staff are hired, least disruption to the organization, slightly more expensive
than the two other alternatives, maximum number of procedure rooms, and the added
benefit of a large recovery room that will require minimal construction conversion (see
Appendix O). This action aligns with the TAMC Balanced Score Card specifically in
regard to improving access for our beneficiaries and saving Tripler and MEDCOM
dollars. It is the belief of the GI APC that by developing this center, our organization
will be better served and more efficient. Finally, our current GI service and also the VA
will also have a joint focus the future.

It was a concern to the researcher that there was conflicting information coming
from the Health Net, ARS Bridge and the CURES- reports. It was noticed by the GI APC
PAT that probably the FY 2001 reports as they presented themselves later in the study
had larger numbers pf paid claims or procedures and that they seemed to be more
accurate and could potentially produce higher cost savings (G. Christal, personal
communication 20 Feb 02). A recommended follow up to this study be conducted to see
if there are not even greater numbers of paid claims occurring in the network. It is
recommended to look closer at the FY 2001 ARS Bridge, CURES and Health Net
Reports and utilize the more promising numbers.

The researcher was in a sense provided with the ARS Bridge Reports until later in
the study. The figures of the Health Net Report are more conservative. Unfortunately, it
does not take into account the number of active duty beneficiaries. By conducting further
research, a clearer picture will be represented and more dollars and procedures may be

able to be recaptured from the network. By looking at 2001 data, it will also present
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more recapturable procedures which will have greater cost avoided value to the
organization.

In the interim that this facility would be constructed, a commitment would have to
be made to utilize a workaround plan until the construction is complete. The researcher
feels that potentially the hours of the PACU could be expanded and additional nursing
staff be hired in order to start recapturing workload. With the 9™ floor option, this
construction could be complete in about a year. This is about half the timeframe as

originally anticipated (G. Lee, personal communication, 11 Mar 02).
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Appendix A, VA Memo

DEPARTMENT OF VETERANS AFFAIRS
SPARK M. MATSUNAGA
Medical and Regional Office Center

459 Patterson Road
Honolulu HI 96819"1 522 Ir Reply ReferTo:4 59 / 1 1 1
JUN 29 2001
Colonel Lee W. Briggs
Chief of Staff
Tripler Army Medical Center
I Jarrett White Road

TAMC AMC, HI 96859
Dear Colonel Briggs:

The VA Medical & Regional Office Center (VAMROC) Honolulu is seeking space
within Tripler Army Medical Center for an ambulatory specialty services suite. The space is
intended to serve patients requiring evaluation and management by duly qualified
credentialed and privileged VA staff and provide room for outpatient surgeries,
endoscopies, cardiac diagnostics, and infusion therapy. The space/building/architectural
construction features must conform to or be capable of being altered to conform with
prevailing standards for an ambulatory surgical center.

Space criteria as

Item Description NSF
1. waiting area 200
2. receptionroom - 120
3. surgical room 525
4 endoscopy room 500
5 receiving/observation/infusion room

(6 beds) ' 1000
6. pre-op exam room (3 beds) 250
7. exam rooms X 5 500
8 physician offices (x3 150) 450
9 office for nurse/nurse manager

x1@ 120) 120
10. soiled room 170
11. clean room 170
12. locker room (male/female) (x2 300) 600

13.  handicapped room (male/female) 220



Colonel Lee W. Briggs

2.
Item Description NSF
14. conference room 200
15. cardiac diagnostics 200
Total 5225 NSF

1.45% for corridor/wall/mech 2351 SF

Grand Total 7576 GSF

A wrritten response indicating TAMC's preliminary interest in providing space and
identifying the potential location within your facility is requested by the close of business on July
9, 2001. Next steps may be taken by our respective Engineering and Business Departments to
review regulatory requirements and construction and leasing details pending an affirmative reply.

Sincerely,

Steven MaCBride, M.D.
Chief of Staff
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Appendix B, TAMC Balanced Score Card Strategy Map



Balanced Scorecard Initiative
Business Case Analysis
(BCA) Template
adapted from MEDCOM template
"Base BCA Template 3.6 (BSC Rationalization).xIs"

PACIFIC REGIONAL MEDICAL COMMAND BALANCED SCORECARD BUSINESS CASE ANALYSIS

Initiative Name:

Oy O
# d(é Deaid ea Qrecarg a

EXAMPLE: Reduce number and cost of FECA claims

Strategic Theme:

EXAMPLE: Achieve fiscal accountability

Strateglc Objective:

EXAMPLE: Lower Army's medically related costs.

Target:

Initiative Description:

EXAMPLE: Reduce claims by 3%

EXAMPLE: Initiate an aggressive program to reduce preventable injuries and ilinesses. Aggressively manage old claims
through frequent medical reviews and follow-up evaluations.

JPOC Name/Office/Phone/E-mall:
Status (Select one by marking "X")

MAJ John Doe Da BEST Department 808.433.XXXX John.Doe@haw.tamc.amedd.army.mil
Developing | iPending ] X [Approved | [implemented |

Interdependencies:

State which BSC initiatives must me completed subsequent to implementing your initiative.

Description of Benefits:

Executive Summary
Initiative Name: EXAMPLE: Reduce number and cost of FECA claims

Non-Fiscal "Value" Summary

Complexity Issues:

Interdependency Issues:

Benefit Drivers:

Risks:

Performance Measures/Metrics:

Fiscal "Value" Summary

Cost Avoidance-Savings/
MCS Contract Impact

Budget: 2002 ___2003 2004
Investment/Change in Direct Care SO.Q 2:0.0
Reimbursables Impact 0.0

Net Value of Savings

Payback Period (years)

Annual ROI %

n/a n/a n/a n/a n/a n/a n/a 0%

Cumulative ROI %

n/a n/a n/a n/a n/a nja n/a n/a

T

Note: T hese

Appendix C, BSC BCA Template 3.6 (PRMC v1A)1- New Version.xls

Pg 1 Cover Page

Page 1 of 1

Printed 7/1/2002 7:29 AM




Unfunded Requirements (Prime Patients Only = 523 procedures Option)

Current Funding

Initiative Notes

Initiative Financial
Requirements

Prime Procedures Only
Investment Surgery FY01 Budget volume required =239
Marginal (Direct Supplies + D&E SEEC 26.XX MEPRS Stepdown) $ 126,986 15 $ 46,581
. : (Wall, Air Handler,

“|POU, New Nurse

Capital (New Equipment & Construction) 3 - 2] Station) $ 175,000
(Salary 2 LPNs fee at

\1GSS, step 1 at
Labor (Military + Contract + D&E SEEC 11.XX) $ 555,633 | 1$34,106.25 rate) $ 68,213
Travel(D&E SEEC 21.XX) $ 931 | $ -
Resource Support/Local Contract (D&E SEEC 25.50) $ 10,907 $ -
Supplemental Care (D&E SEEC 25.55) $ - w $ -
Miscelianeous (other D&E SEECs) $ 79,109 |-« $ -
Direct Care Investment $ 773,566 | $ 289,794

Based on 3rd Party Based on 10.63%
Claims in house figure from Health Net
Reimbursable Earnings report FY 00 Report FY 00
Third Party Collections: (for G| Ambulatory Surgery Clinic) B 50,950 |'s 31,475 |
Savings/Cost Avoidance
hange in Direct Care: Savings (+) / Cost (-)
MCS Contract Impact:  Savings (+) / Cost (-) with 80% risk sharing factor 2 $ 296,093
*Net Value for FY 00 1315 visits or 1437 procedures $ (722,617)]. = .= $ 37,774

Notes:

Data comes from MEPRS FY 00
BAGS, Gl Ambulatory Surgery Clinic
Summary Report, Health Net
Historical Claims Report 1 Jan 00- 30
Dec 00 & 3rd Party Claims Reports

.

FY 00

In House procedures based on FY 00 MEPRs

Data 1315
Procedures to Visits ratio = 1437/1315 1.09

No of procedures based on new efficiencies
523.2

Total Supply Costs For GI FY 00 MEPRS

SEEC 26.XX No of Procedures FY 00 in ADS
$127,986.47 1437
Avg Cost Per Case

$169,135.43 239

No of procedures
based on FY 00 ADS
Report

No of Visits that can
be seen based on
new efficiencies

Supply Cost per
procedure
$89.07

$ 327,568



Appendix D, APC Layout
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Appendix E, Gastroenterology Productivity Study
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Appendix E, Gastroenterology Productivity Study
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A\ F, MGMA in an Academic Setting

AllergyAimmunology
f Anesthesiology
Anesth: Pain Management 4
[ Anesth: Pediatric
| Critical Care: infenshdst
| Dentistry
Demnatology 38
Dermatology. MOHS Surg 10
Emergency Medicine 78
7
26

[Famly Praciice (wkh OF)
Familly Practice (without OB)
Family Practice: Sports Med
Genetics 2
| Gynecology (onfy) 7
Gynecological Oncology 4

Intemnal Medicine (Gen) 115

Int Med: Cardiology: lnvasive 8

Int Med: Cardiology: Inw-lnterv 34 K
Int Med: Cardiology; Noninvasive 62 1 785 K
lat Med: Endo/Metabolism 18 |
¥t e G S 5 . ]
Int Med: Gastro: Hegmoigy 19 2172 1313
Int Med: Gerlatrics 14 1,254 1,055
int Med: Hematology/Oncotogy 39 1 2,425 1,69
int Med: Hospiatist 0 0
int Med: Infectious Disease 18 052
int Med: Nephrology 25 8 2,266 .
fat Med: Oncaol onk 18 576 A6
int Med: Pulmonary Medicine 32 69! ,
int Med: Pulm Med: Critical Care 13 .60

int Med: Rheumatology 2% 560 255

4

Matemal and Fetal Medicine 42 1

Neurology 133 25 . 171
Obstetrics/Gynecology 56 15 994 | 207
Occupational Medicine 3
| Ophthatmology 70 3
Ophth: Pediatric 13
Ophth: Retina 28 1
Orthopedic Surgery (Gen) 1
Ortho Surg: Foot & Ankle
Ortho Sury: Hand
Ortho Surg: Hip & Joint 4
Ortho Sum: Pediatric
Ortho Surg: Spine 10, 2,530 1,485
Ortho Surg: Trauma 12 3,624 1,894
Ortho Surg: Sports Medicine 4
Otorhinolaryngology 2 1._:4 2,38 1,040
Otorhinolaryngology: Ped 10 7 1,74 1,156
Pathology: Anatomic 6
Pathology: Clinical E:
Pediatrics (Gen) 74 1 2,85 2,15
| Ped: Adolescent Medicine
Ped: Allergyimmunology
Ped: Cardiology 3 1,20¢ 75
Ped: Child Development 4
Ped: Clinical & Lab immuno
Ped: Critical Carefintensiv € 451 5
Ped: Emergency Medicine 4 4,862 26
Ped: Endocrinology 2393 49€
Ped: Gastroenterology 15 1,494 685
| Ped: Genetics
Ped: Hematology/Oncology 1 4,36¢ 6,069
Ped: Hosphalist
| Ped: infectious Disease
[ Ped: intensivist
Ped: Neonatat Medicine 20 322 3,684
1
1
1

2,351
4 1,084

IrSr s

8
3

1]
lo

5

b3
©
2|
M~
3

Ped: Nephrology
Ped: Neurology
Ped: Pulmonotogy
Ped: Rheumatology
Ped: Sports Medicine
Physiatry (Physical Med & Re) 4
Podiatry (Gen)
Podiatry: Surg-Foot & Ankle
Podiatry: Surg-Forefoot Only_

| Psychiatry (Gen)
Psychiatry: Child & Adoles
Psychiatry: Forensic

. Gerlatric

Radiation Oncology 6
Rad: Diagnostic-invasive 46
Rad: Diagnostic-Noninvasive 139
| Rad: Nuclear Mediclne 7
Reproductive Endocrinology 15
Surgery (Gen) 15
Surg: Cardiovascular 25
Surg: Cardiovascutar-Ped 2
Surg: Colon and Rectal 16
Surg: Neurological [
Surg: Oral
Surg: Pedlatric 2
Sury: Plastic & Reconst 4
Sug Plastic & Recon-Hand

m Plastic & Recon-Ped

oaogoagﬁ

25

.SL 45
Urology M
Urology: Pediatric 10




Appendix G, Break Even Analysis

REFT

Movement to the 6th Floor allows for recapture of Prime and VA Gl Procedures.

#REF!

Unfunded Requirements (Prime Patients Only = 435 procedures, ‘Break Even Option

Initiative Fi Tal S d Year Third Year
Current Funding initiative Notes Requirements Phase-in Phase-In
Prime
- Prime Proceduras Only | Prime Procedures Only|Procedures
Investment Surgery FY01 Budget -] volume required =239 =239 Only =239
Marginal {Direct Supplies + D&E SEEC 26.XX MEPRS Stepdown) $ 126,986 - : $ 35626 $ 35626( $ 35,626
| (Wall, Air Handler,
POU, New Nurse
|Capital (New Equipment & Construction) $ - | Station) $ 1750001 § -8 -
- 25] (Salary 1 LPN fee at
Labor (Military + Contract + D&E SEEC 11.XX) 6556331 -7 |GSS5 rate) 40,0001 $ 40,000| § 40,000
Travel(D&E SEEC 21.XX) 931 =18 -1$ -
Resource Support/Local Contract (D&E SEEC 25.50) 10,907 -
Supplemental Care (DSE SEEC 25.55) - -
Miscellaneous (other D&E SEECs) 79,109 -
Direct Care Invest t $ 773,566 $ 2506261 $ 75626| $ 75,626
Based on
- 10.63% figure
Based on 3rd Party Based on 10.63% Based on 10.63% from Health
Claims in house figure from Health Net figure from Health Net Net Report
Reimbursable Earnings report FY 00 & Report FY 00 Report FY 00 FY 00
Third Party Coflections:_(for Gl Ambulatory Surgery Clinic) s 50950 - - . ] B 24,072 $ 24072|$ 24072
gavlngs/gost Avoidance el
inge in Direct Care:  Savings (+) / Cost (-)
MCS Contract Impact.  Savings (+} / Cost {-) with 80% risk sharing i $ 226,457 $ 226,457 | § 226,457 |
"’Net Value for FY 00 1315 visits or 1437 procedures $ (722,617) $ (96)}-$ 174,904 |:$: 174,904 |

Notes:

Data comes from MEPRS FY 00
BAGS5, Gl Ambulatory Surgery Clinic
Summary Report, Health Net
Historical Claims Report 1 Jan 00- 30
Dec 00 & 3rd Party Claims Reports

FY 00

in House procedures based on FY 00

MEPRs Data 1315
Procedures to Visits ratio = 1437/1315 1.09

No of procedures based on new efficlencles

5232

Total Supply Costs For GI FY 00 MEPRS

SEEC 26.XX 00 In ADS
$127,986.47 1437

Avg Cost Per Case

$169,135.43 239

$707.68

No of procedures
based on FY 00 ADS
Report

No of Visits that can
be seen based on
new efficlencles

No of Procedures FY Supply Cost per

procedure
$89.07

1437

480

Cummulative Net
Cost Avoidance




Appendix H, Proposed Layouts

JUDUIA TOD Aq
pado[aAdp sumq S

—
2007
0 2% 0O
RZivS
o
1) o001
vz ¥s TS ¥s we
L S0 ST voolS  pauws s
B 200L¥S / / | %
v 43 13 9bL, BLE] Y e | § S Mot bigan |
5 V5]
Y52 ¥5 q‘ 3 iy
¥ ot Z 58
sve " om P gt g whm
w00 . .t @ oV, ativs
0003vs WIS Jino3 1,
~ |LIVS e
— o | | ; i 5
%% = 3 . / \
L ) - 139 ..\ /|-
= M 1 . fer} s
— A s ¥ viivs  \ - z
e WUYAI T . A~ (48
iz 430 W m\w.: ]
19vHs
&1 LIvws
-Vazs
0z ;
ATTIS . BZAXD 1
DZIS¥E | o
3 S —

DS 86T ‘SUIp H ‘100 oS




AIDAOINY QT

2INPIAI0I"6
INPI0IJ’S
doag-,
3unIesr "9
uondaday aSe101§ °g
jaooxyeq s JOYSB M °L
ade10)S 21Mpadoid 9
JOYSBAA '€ 21INP30I{ °S
3INPI0IJ"T AJIA0IY ‘.v
INPIA0AJ’ 2.10PIVN0I{ °¢

N2 PIO wooy daag g
sunrep |

N101d PIO

DINV.L ‘SUIp)A H ‘1001 9

Appendix H, Proposed Layouts




MEEN] u:mw#\\w

6 1AAD T - & ONIM

Lo N :
[ Gt
A4OLS “GLS GHIOH
({307 $0188

oy o S
86 11, /m.w
d AN
s
T ook wos
10§ uE
e — _ﬁ

e

43 LavHS

|

Appendix H, Proposed Layouts

dSO ‘suipp { ‘1001 6

uone)s asanN ‘i
wooy uoneI(q ‘11
WOO0Y 2INPA0IJ *0L

WOO0Y 2INPID0IJ
AX2A009Y jutof
uondadoy

wooy SunIepn
£1ddng

WO0Y] 2INPIVOIJ
wWOOoY AINPIV0IAJ
WOO0Y] 2INPI0IJ
wooy ysep 2dods

"6
‘8

L

.

9
S
v
€
(4
I




Appendix I, Space Allocation Worksheet
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Appendix K, Gastroenterology Productivity Study
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Appendix L, BCA Template (Procedure Mix Scenarios)

Unfunded Requirements (Prime Patients Only = 452 procedures, Break Even Option,

Initiative Financial |Second Year Third Year
Current Fundin -|Initiative Notes Requirements Phase-In Phase-In
Prime
Prime Procedures Only | Prime Procedures Only|Procedures
Investment . Surgery FY01 Budget volume required =452 =452 Only =452
|Marginal (Direct Supplies + D&E SEEC 26.XX MEPRS Stepdown) 126,986 | $ 40,257 | § 40,257 | $ 40,257
Capital (New Equipment & Construction) - $ 175,000 $ -1$ -
(Salary 2 LPNs fee at
#+1GSS5, step 1 at
Labor (Military + Contract + D&E SEEC 11.XX) 555,633 - 1$34,106.25 rate) 68,213 | % 68,213|$ 68,213
Travel(D&E SEEC 21.XX} 931 -18 -1$ -
esource Support/Local Contract (D&E SEEC 25.50) 10,907 -
Supplemental Care (D&E SEEC 25.55) - -
Miscellaneous (other D&E SEECSs) 79,108 | -
Direct Care Investment $ 773,566 | $ 283,470 $ 108,470 | $ 108,470
Based on
10.63% figure
Based on 3rd Party Based on 10.63% Based on 10.63% from Health
Claims In house figure from Health Net figure from Health Net Net Report
Relmbursable Earnings report FY 00 Report FY 00 Report FY 00 FY 00
Third Party Collections: (for Gl Ambulatory Surgery Clinic) 1s 1 27,202] $ 27,202] $ 27,202
Savings/Cost Avoidance
ange in Direct Care: Savings (+) /Cost (=)
MCS Contract Impact. __ Savings (+) / Cost (-) with 80% risk sharing $ 255897 $ 255,897 |$ 265897 ]
*Net Value for FY 00 1315 visits or 1437 procedures $ (722,617)| $ (371)| $ 174,629 | $ 174,629 |

Notes:

Data comes from MEPRS FY 00
BAGS, Gl Ambulatory Surgery Clinic
Summary Report, Health Net
Historical Claims Report 1 Jan 00- 30
Dec 00 & 3rd Party Claims Reports
FY 00

In House procedures based on FY 00

MEPRs Data 1315

Procedures to Visits ratio = 1437/1315 1.08

No of procedures based on new efficlencles
523.2

Total Supply Costs For Gl FY 00 MEPRS

SEEC 26.XX 00 in ADS
$127,986.47 1437

Avg Cost Per Case

$169,135.43 239

$707.68

No of procedures
based on FY 00 ADS

Report 1437

No of Visits that can
be seen based on

283,099

; L
new efficlencies - ~ 480 "~

No of Procedures FY Supply Cost per

procedure
$89.07

Cummulative Net
Cost Avoldance




Unfunded Requirements {(Prime Patients Only = 239 procedures Option}

; Initiative Financial Second Year Third Year
Current Fundin Initiative Notes Requirements Phase-in Phase-In
= Prime
i Prime Procedures Only | Prime Procedures Only|Procedures
Investment Surgery FY01 Budget | volume required =239 =239 Only =239
{Marginal (Direct Supplies + D&E SEEC 26. XX MEPRS Stepdown) 126,986 $ 21,287 |8 212871 % 21,287
(Wall, Air Handler,
POU, New Nurse
Capital (New Equipment & Construction) $ - Station) $ 175,000 $ -8 -
(Salary 2 LPNs fee at
GS5, step 1 at
Labor (Military + Contract + D&E SEEC 11.XX) 555,633 $34,106.25 rate) €8213[§ 68213|$ 68213
931 | -1 8 -3 -
10,907 |- -
79,109 |+ .
Direct Care Investment $ 773,566 $ 264,499 $ 89,499|$ 89,499
Based on
10.63% figure
Based on 3rd Party Based on 10.63% Based on 10.63% from Health
Claims in house figure from Health Net figure from Health Net Net Report
Relmbursable Earnings report FY 00 Report FY 00 Report FY 00 FY 00
Third Party Collections: (for GI Ambulatory Surgery Clinic) 1s 50,950 s 14,383 § 14,383[ $ 14,383
Savings/Cost Avoldance
‘Change in Direct Care: Savings (+) / Cost (-}
MCS Contract Impact: __Savings (+) / Cost (-) with 80% risk sharing factor $ 135308 | § 135308|$ 135,308
*Net Value for FY 00 1315 visits or 1437 procedures $ $ (114,807)| $ 60,193 | $ . 60,193

Notes:

Data comes from MEPRS FY 00
BAGS, Gl Ambulatory Surgery Clinic
Summary Report, Health Net
Historical Claims Report 1 Jan 00- 30
Dec 00 & 3rd Party Clalms Reports
FY 00

In House procedures based on FY 00 MEPRs
Data 1315

Procedures to Visits ratio = 1437/1315 1.09

No of procedures based on new efficiencies

523.2

Total Supply Costs For Gl FY 00 MEPRS No of Procedures FY 00 in
SEEC 26.XX ADS

$127,086.47 1437

Avg Cost Per Case

$169,135.43 239

$707.68

No of procedures
based on FY 00 ADS
Report

No of Visits that can
be seen based on
new efficlencles

Supply Cost per
procedure
$89.07

1437

$ 149,692

a0

Cummulative Net
Cost Avoldance




Unfunded Requirements (Prime Patients Only = 523 procedures Option,

& Initiative Financial |Second Year Third Year
Current Fundin Initiative Notes Requirements Phase-In Phase-In
§ Prime
& Prime f Only | Prime P Only|f
Investment Surgery FY01 Budget | votume required =239 =239 Only =239
|Marginal (Direct Supplies + D&E SEEC 26.XX MEPRS Stepdown) $ 126,986 $ 46581 (S 46581 S 46,581
(Walt, Air Handler,
POU, New Nurse
Capital (New Equipment & Canstruction; $ - ;| Station; $ 175,000] $ -8 -
(Salary 2 LPNs fee at
GSS5, step 1 at
Labor (Military + Contract + D&E SEEC 11.XX) $34,106.25 rate) 68,2131 8% 682138 68,213
Travel(D&E SEEC 21.XX) -1$ -1$ -
Direct Care | it s 773,566 | s 289,794 | $ 114,704 114,704
Based on
10.63% figure
Based on 3rd Party Based on 10.63% Based on 10.63% from Heaith
Claims in house figure from Health Net figure from Health Net Net Report FY
Relmbursable Earnings report FY 00 Report FY 00 Report FY 00 00
‘Third Party Collections: (for GI Ambulatory Surgery Clinic) Is 50,950 | ] Is 3TAT51 S 31475[$ 31475
s
Savings/Cost Avoidance
Change in Direct Care: _ Savings (+) / Cost (-}
MCS Contract Impact: ___Savings (+) / Cost (-) with 80% risk sharing factor $ 29609318 296,0931$ 296,093
*Net Value for FY 00 1315 visits or 1437 procedures $ (722,617) $ 37,774|$ - - -212,774|$ 212,774

Notes:

Data comes from MEPRS FY 00
BAGS, Gl Ambulatory Surgery Clinic
Summary Report, Health Net
Historical Claims Report 1 Jan 00- 30
Dec 00 & 3rd Party Claims Reports

FY 00

In House procedures based on FY 00

MEPRs Data 1315
Procedures to Visits ratio = 1437/1315 1.09

No of procedures based on new efficiencies
523.2

Totat Supply Costs For GI FY 00 MEPRS
8EEC 26.XX
$127,086.47 1437

Avg Cost Per Case
$169,135.43 239

No of procedures :
based on FY 00 ADS - -
Report 1437

No of Visits that can

be seen based on
new efficiencies © 480

Supply Cost per

No of Procedures FY 00 in ADS procedure

$89.07

327,568

Cummulative Net
Cost Avoidance




Unfunded Requirements (Mix of patients = 239 Prime & 284 VA procedures Option)

Initlative Financlal Second Year Third Year
Current Funding Requirements Phase-In Phase-In
Prime
o| Prime Procedures= 239 | Prime P\ Proced
Investment Surgery FY01 Budget 13 VA= 284 239 & VA= 284 239 & VA= 284
Marginal (Direct Supplies + D&E SEEC 26.XX MEPRS Stepdown) $ 126,986 $ 46,581[ $ 465811 § 46,581
Capital (New Equipment & Construction) $ $ 175,000( $ =18 -
| (Salary 2 LPNs fee at
GS5, step 1 at
Labor (Military + Contract + D&E SEEC 11.XX) 555, $34,106.25 rate) 68213| 8 682138 88,213
Travel(D&E SEEC 21.XX} =18 -1$ -
Resource Support/Local Contract (D&E SEEC 25.50) 10, -
Supplemental Care (D&E SEEC 25.55 -
79,109 | - -
Direct Care Investment $ 773,566 | $ 289,794| $ 114,794| 8 114,794
Based on
10.63% figure
Based on 3rd Party Based on 10.63% Based on 10.63% from Health
Claims in house figure from Health Net figure from Health Net Net Report FY
Reimbursable Earnings report FYo0 - - Report FY 00 Report FY 00 00
Third Party Collections: (for GI Ambulatory Surgery Clinic) 1 $ 50,950 s 34416] 8 34416] 8§ 344186
Savings/Cost Avoldance
Change In Direct Care: Savings (+) / Cost (-} v
MCS Contract impact: _ Savings (+) / Cost (-) with 80% risk sharing factor $ 323,761 $323,761 $ 323,761 |
*Net Value for FY 00 1315 visits or 1437 procedures $ {722,617)} $ 68,384 $ 243,384 [ $ 243,384 ]

Notes:

Data comes from MEPRS FY 00
BAGS, Gl Ambulatory Surgery Clinic
Summary Report, Heal!th Net
Historical Claims Report 1 Jan 00- 30
Dec 00 & 3rd Party Claims Reports

FY 00

In House procedures based on FY 00 MEPRs

Data 1315
Procedures to Visits ratio = 1437/1315 1.08
No of procedures based on new efficiencies

523.2

Total Supply Costs For Gl FY 00 MEPRS No of Procedures FY 00 In
SEEC 26.XX ADS
$127,988.47 1437
Avg Cost Per Prime Case

$169,135.43 239
$707.68 :
Average Cost Per VA Case

$193,282.42 284

$680.57

No of procedures

based on FY 00 ADS
Report

No of Visits that can
be seen based on
new efficiencies

Supply Cost per’
procedure -
$89.07

$ 358,177

4867

Cummulative Net
Cost Avoldance




Unfunded Requirements (Mix of patients = 239 Prime & 284 VA procedures QOption Charging Only APC Rate)

Notes:

Data comes from MEPRS FY 00
BAGS, Gl Ambulatory Surgery Clinic
Summary Report, Health Net
Historical Clalms Report 1 Jan 00- 30
Dec 00 & 3rd Party Claims Reports

FY 00

In House procedures based on FY 00 MEPRs

Data 1315
Procedures to Visits ratio = 1437/1315 1.09
No of procedures based on new efficiencles

523.2

Total Supply Costs For Gl FY 00 MEPRS No of Procedures FY 00 in
SEEC 26.XX ADS
$127,986.47 1437
Avg Cost Per Prime Case

$169,135.43 239
$707.68

Average Cost Per VA Case (APC Charge

Only)

$120,101.56 284

$422.89

No of procedures
based on FY 00 ADS
Report

No of Visits that can
be seen based on
new efficiencies’

Supply Cost per
procedure i
$89.07

-4go

Initiative Financial Second Year Third Year
Current Funding Phase-In Phase-In
Prime
Prime Procedures= 239| Prime Procedures= Procedures=
Investment Surgery FY01 Bud, & VA= 284 239 8 VA= 284 239 & VA= 284
Marginal (Direct Supplies + D&E SEEC 26.XX MEPRS Stepdown) $ i $ 4658118 46581[$ 46,581
(Wall, Air Handler,
POU, New Nurse
Capital (New Equipment & Construction) $ Station; $ 350,000 $ -18 -
(Salary 2 LPNs fee at
GSS5, step 1 at
Labor (Military + Contract + D&E SEEC 11.XX) 555,€ $34,106.25 rate) 682131 $ 88213| $ 68,213
Travel(D&E SEEC 21.XX) -1$ -3 -
Resource Support/Local Contract (D&E SEEC 25.50) 10, -
Supplementa Care (D&E SEEC 25.55) -
Miscellaneous (other D&E SEECS) -
Direct Care Investment $ $ 464,794 $ 114,794 | § 114,794
Based on
: 10.63% figure

Based on 3rd Party Based on 10.63% Based on 10.63% from Health

Claims in house figure from Health Net figure from Health Net Net Report FY
Reimbursable Earnings report FY 00 Report FY 00 Report FY 00 00
Third Party Collections: (for Gi Ambulatory Surgery Clinic) 1$ LS 28193 $ 28193[ 8 28,193
Savings/Cost Avoldance
Change in Direct Care: Savings (+) / Cost (-)

MCS Contract Impact: __ Savings (+) / Cost () with 80% risk sharing factor $ 265,217 |$265,217 $ 265,217
*Net Value for FY 00 1315 vislts or 1437 procedures $ (722,617)|: $ (171,384) | § -.-178,616: $-.178,616
NERYEE |
i ' Cummulative Net

: $ 293,409 Cost Avoldance
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Appendix O, GI Brief
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Architects Rendering of
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Appendix P, Weighted Decision Matrix Gl APC

Sth Floor

o1
i

Med Specialties = 3=4 none=4  no=4 0=1

bility Recovery. - Conversion:
best=1 yes= $350,000=3

better=3  yes=2.5 $150,000=2

1984th RSC* .\ .~ 4-5=2.5 ‘some=2 yes=25  $750,000=4

-

temporary=3

lasting=4,

none=2.5

none=2.5

1gns
W/ BSC:

yes=1

yes=2

no=4

yes=3




